




















Vol. IX 


OCTOBER, 


1928 No. 10 





A Short History of Spring Bank 


Sour fifty years ago a sea captain by the name of 
Parker owned Spring Bank and built upon its spacious 
grounds a splendid mansion, a guest house, a stable and 
carriage house, and a large barn for cattle. The barn 
has been torn down, the guest house is in good repair, 
the stable has been converted into a living place and 
The mansion is still as splendid and attractive 
In the mansion 


lodge. 
in its interior as it was when first built. 
all the woodwork, which is English walnut, the beauti- 
ful hardwood flooring and all other materials of which 
it is constructed were brought to this country from Eng- 
land in ships of Captain Parker. He being a much- 
traveled man built this grand old house in French archi- 
tecture on a selected place overlooking the beautiful 
waters of Oconomowoc Lake and which is said to be the 
most picturesque of all the places on this exclusive and 
attractive lake shore. 

It is built like a fort. 
extends six feet beneath the ground and its walls are 
three feet in thickness which makes for strength and 
stability. It is this handsome and spacious place which 
is to be the first Cistercian Monastery of America and it 
is to be called The Cistercian Monastery of Our Lady 
of Spring Bank. 

Its 55 acres are beautifully wooded, sufficient land 
Graveled drives and 


The base of the groundwork 


being left open for cultivation. 
walks are lined with stately maples, elms, and towering 
pines. This intermingling and variety of trees makes 
for year-around beauty and the green bough is seen even 
though it be laden with snow. The campus is broad, 
long, and velvety and in the springtime many places 
are bordered with the crokus flower. 

On its banks are crystal bubbling springs and one 
great spring supplies water to all the five buildings and 
the gardens, and keeps the velvet lawn green during the 
hot summer days. 

In the beginning this delightful home was thought 
of by those who organized the International Catholic 
Guild of Nurses, namely: Miss = Cecelia Stimson, 
R. N., and Miss Anna Schemmer, R. N., with the sanc- 
tion and encouragement of Father C. B. Moulinier, 8.J., 
Catholic Hospital Association, as 4 
national nurse headquarters. At this time, the 
Catholic Hospital Association with full approval of its 
executive board purchased Spring Bank from the arch- 


as president of the 
too, 


diocese of Milwaukee for the purpose of holding hospital 
conferences during the month of June. These confer- 
ences were continued for three summers with 
notable success and satisfaction to all the membership. 
However, at the end of this term of three years it was 
and the representative 


very 


thought by the officers many 
members of the association in view of the increased mem- 
bership that greater interest and profit would come to 
the hospital members from having conferences in large 
hospital centers, such as Chicago, Milwaukee, and Cin- 
cinnati, so that in 1925 conferences of the Catholic 
Hospital Association and the Nurses’ Guild have been 
held away from Spring Bank. During these latter years 
Spring Bank has been used as a place of retreat for 
laymen. 

During these years of ownership and occupancy by 
‘atholic Hospital Association through the strenuous 


and Miss Stimson, 


the ( 
and devoted labors of Miss Schemmer 
a permanent and attractive Way of the Cross, a unique 
Manresa cript chapel, the beautiful shrine of the Little 
Flower and a picturesque grotto of Our Lady of Spring 
Bank were built. Permanent flower gardens, shrubs 
and plants, walks and finely kept lawns became attrac- 
tive features of the. grounds, along with the hallowed 
the Manresa 


1 the mansion, 


grottos, shrines, and chapels. There is 
Chapel, a beautiful St. Luke’s Chapel 
the color scheme on the ceiling and walls of which was 
modeled from the statue Our Lady of the Assumption. 
Since the conferences of the Sisters of the Catholic 
Hospital Association ceased to be held at Spring Bank 
it was decided to dispose of the property to any order 
or community which would carry on the aims and ideals 
which had actuated the devoted labors of Miss Stimson 
and Miss Schemmer during the hospital conferences and 
the succeeding years when retreats were being held. 
On July 17, 1928, as though by divine inspiration, 
three Cistercian representatives, the abbot general, Rt. 
Rev. Maria Franciscus Janssens, 8.0.Cist., Rev. Thomas 
Aquinas Roos, 8.0.Cist., and Rev. Cornelius Kneuesel, 
8.0.Cist., were brought to Spring Bank by Msgr. Bern- 
ard Traudt, 
to look at Spring Bank as a site for the first Cistercian 


chancellor of the archdiocese of Milwaukee 


Monastery which they wished to establish in America. 


They were so impressed with what they saw, the location 


on Lake Oconomowoc, the beautiful and extensive 
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RT. REV. MARIA FRANCISCUS JANSSENS, S. O. CIST. 
Abbot General of the Cistercian Order. 


property, but above all the attractive appearance of the 
grounds and the fine condition of the buildings that 
they decided to purchase Spring Bank if they could 
secure it for a price they could afford. When as walking 
around the grounds and through the buildings they 
finally came to the Shrine of Our Lady of Spring Bank, 
they exclaimed with exultation and spiritual joy, “We 
must have this place for our first monastery in America 
and it shall be called The Cistercian Monastery of Our 
Lady of Spring Bank.” 
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The ardently expressed desires on the part of the 
Cistercian Fathers given to Miss Schemmer and Miss 
Stimson on their visit was quickly sent to Father Mouli- 
nier, executive director of the Catholic Hospital Asso- 
ciation who was in Chicago. He came to Milwaukee 
the next day and met the Rt. Rev. Abbot General and 
his two companions and immediately began negotiations 
with them for the sale and purchase of the property. 
The members of the executive board were reached by 
telegraph, they gave their unanimous consent, and final 
negotiations for the transfer of the property were signed 
at Spring Bank on August 14. 

We may close this brief historic sketch of Spring 
sank by stating without hesitation that every partici- 
pant in the historic event of August 14 presented in the 
photograph, was thrilled and exalted by the significance 
of the scene. Holiness and spiritual inspiration were 
assured to all as emanating from Spring Bank by the 
perpetual presence of the holy fathers and brothers of 
the Cistercian Order. The prayers, sacrifices, and wear- 
ing labors of Miss Stimson and Miss Schemmer were 
being answered, as they felt, in a miraculous manner 
The Catholic 
Hospital Association through its representatives Father 
(. B. Moulinier and Mr. Kneifl and Miss Josephine 
Trettel was being assured in its large Sister member- 


by the controlling providence of Cod. 


ship that they had, in purchasing and continuing the 
possession of Spring Bank, not contributed their money 
in vain. Mr. John McDill Fox and his wife shared in 
the exultation of the occasion. Perhaps more than all 
the others of the group, Rt. Rev. Abbot General Maria 
Franciscus Janssens, Fr. Thomas, the first prior, and Fr. 
Cornelius his first companion, felt as they sat at the table 
and saw the documents signed that the finger of God 
was working out at Spring Bank on the shore of Ocono- 
mowoce Lake, a great destiny for them and for all others 
who may ever in the future come under the influence 


of the Spirit of Spring Bank. 
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HEADQUARTERS OF THE CISTERCIAN ORDER IN ROME, ITALY 








Spring Bank Becomes Cistercian Monastery 


Elmer W. Reading 


A FTER serving a number of purposes, both secular 
and religious, Spring Bank, the property of the Catho- 
lic Hospital Association during recent years, has now 
been purchased by the Cistercian monks who are making 
it the site of their first foundation in America. The 
new foundation will be known as the Cistercian Mon- 
astery of Our Lady of Spring Bank. Its post office 
address is Okauchee, Wis. 

On Aug. 20, the feast of St. Bernard, who is known 
as the second founder of the Cistercian Order, the found- 
ing of the monastery was celebrated with a solemn ponti- 
fical field Mass, sermon, and Benediction of the Blessed 
Sacrament. 

Rt. Rev. Maria Franciscus Janssens, 8.0. Cist., of 
Rome, Italy, abbot general of the Cistercian Order pon- 
tificated at the Mass and imparted the apostolic bless- 
ing to those present. The other officers of the Mass 
were: Arch priest, Rt. Rev. Msgr. B. G. Traudt, V.G., 
chancellor of the archdiocese; deacon of the Mass, Rev. 
J. F. McCarthy, Oconomowoc, Wis.; subdeacon of the 
Mass, Rev. P. Schroeder, P.S.M., St. Anthony’s Church, 
Wauwautosa, Wis.; deacons at Rev. M. 
St. Mary’s Church, Milwaukee, Wis., and Rev. 


the throne, 


Weyer, 














REV. THOS. AQUINAS ROOS, S. O. CIST. 
Prior of Our Lady of Spring Bank Monastery, 
Okauchee, Wis. 


L. Zirbes, North Lake, Wis. Rev. Thomas Aquinas 
Roos, 8.0.Cist., prior of the new monastery acted as 
master of ceremonies. 

A large number of clergy, including Carmelites, 
Jesuits, Redemptorists, Holy Cross priests and brothers, 
and secular clergy, took part in the procession to the 
outdoor sanctuary and assisted the Rt. Rev. Abbot Gen- 
eral in the celebration of the Mass or occupied seats of 
honor with the worshipers. There was also a generous 
representation of the laity. 

An eloquent sermon was delivered by Rt. Rev. Msgr. 
Francis Rempe, Prot. Ap. of St. Clement’s Church, 
Chicago, a friend of the abbot general and a benefactor 
of the Cistercians. The speaker traced the history of 
monasticism from the days of the early Christians 
when devout souls observed the evangelical counsels in 
their own homes or in the desert as hermits down to the 
establishment of the rule drawn up by St. Benedict. 
He then mentioned the founding of the Cistercian Or- 
der at the abbey of Citeaux by St. Robert and his com- 
panions who were Benedictine monks and the new life 
infused into the Order by St. Bernard. The latter is 
known in history as Bernard of Clairveaux who preach- 
ed the Crusade and is known to the Cistercians as the 
second founder of their Order. 

At the conclusion of the Mass, Rt. Rev. Msgr. B. 
G. Traudt, V.G., chancellor of the archdiocese, as the 
Most Rev. Archbishop Sebastian G. 
at present in Europe, welcomed the 


representative of 
Messmer, who is 
Cistercians to the archdiocese, assuring them that there 
is a real need for their services in addition to those of 
other religious Orders already established in the arch- 
diocese. The secular clergy are often in need of assis- 
tance and there is a need for more retreats and other 
pious exercises. While Spring Bank was in the hands 
of the Catholic Hospital Association, a number of re- 


treats for men were conducted there by the Jesuit 
fathers. Msgr. Traudt expressed the wish that Spring 


Bank may under its new owners become a place where 
laymen may come for a brief rest from worldly cares to 
renew the spiritual life of their souls. ; 
The Rt. Rev. Abbot General of the Cistercians came 
to the United States about three months ago to find a 
location for the It surely was the 
hand of Providence that led him to Milwaukee where 
he met Msgr. Traudt who told him of the beautiful 


new monastery. 


Spring Bank property which His Grace the Archbishop 
and the members of the Catholic Hospital Association, 
the owners, were anxious to have preserved for pious 
purposes under the title of Our Lady of Spring Bank. 

Before coming to Milwaukee, Rt. Rev. Abbot Gen- 
eral Janssens visited his nephew who is pastor of St. 
Rose of Lima’s Church in New Orleans. He also visit- 
ed the grave of his uncle, Most Rev. Francis Janssens, 


late archbishop of New Orleans. 
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The Rt. Abbot General is enthusiastic in 
praise of the religious spirit of the Catholic people of 
the United States. 


of their faith and piety that he has observed. 


Rev. 


He points out a number of instances 
For in- 
stance, he saw the hotel waitresses in New Orleans, after 
attending high Mass and receiving 


at 12:15 in the 


working all night, 
Franciscan church 
that 20,000 


Holy Communion 
of that city. He 
Catholic policemen of New York City were joined in a 
He said, “I find the Catholics 


was amazed to learn 


single pious society. 


HOSPITAL PROGRESS 


here are loyal and sincere, with a fine sense of delicacy 
and respect for their priests.” 

There are also in Europe, many convents of Sisters 
of the Cistercian Order who are planning to extend their 
United States. They plan to send 
chosen members of their Order here for training in 
Two of the Cistercian Sisters, B. Maria 


activities to the 


hospital work. 
de S. Henrico and B. Magdalena de Ss. Sacramento 
have been beatified by the Church. This month’s cover 
sketch of Hospiran ProGress is intended to represent 
these two Blessed Sisters. 


The Origin and Purpose of the Cistercian Order 


Msgr. Francis Rempe Preaches Sermon at Opening of Cistercian Monastery of Our Lady of Spring Bank 


Right Reverend Abbot General: 
Right Reverend and Reverend Fathers: 
My dear brethren in Christ: 


To be present, as we are this morning, at the solemn 
foundation of a new monastery, and that the first Cis- 
tercian Monastery of the Common Observance on the 
soil of the Western Hemisphere, is a privilege of which 
we may well be proud. The real significance of this 
historic event lies in the circumstance that this new 
foundation is just another manifestation of a spirit 
which is as old as the Church and endowed with the 
vigor of an undying life. Monasteries may be new, but 
the spirit of monasticism goes back to the very days of 
the foundation of the Church. 

It is a mooted question, which after all is not of 
supreme importance, whether monasticism was directly 
inaugurated by our Divine Lord Himself, for all agree 
that its spirit certainly comes from Christ. For when 
He held out to men the prospect: “If thou wilt be per- 
fect, come follow me.”; when He pointed out the way: 
“sell all thou hast”; which implies the renunciation of 
the goods of fortune, of the body, of our own will, He 
set in motion the aspirations of countless men and wo- 
men who in the course of the Christian centuries have 


striven toward this high ideal of closer kinship with 
Christ the perfect man. 

There is no doubt that such longings for and at- 
attempts at the higher life at first were confined to in- 
dividual lives. There were such who in the seclusion of 
their homes or in the solitude of the desert, practiced 
the life according to the counsels, and in this way strove 
the 
There were 


for the attainment of sanctity. Soon, however, 
tendency to congregate manifested itself. 
such obvious advantages in the example and inspiration 
of likeminded men and in the wise counsel and direc- 
tion of the more experienced and proficient, that the in- 
dividuals naturally sought the companionship of others. 
In the beginning, these contacts were rather remote. 
Continuing to live as hermits, they came together only 
at stated times. This is the period upon which St. 
Anthony of Egypt has left the impress of his great 
character. At about the same time, however, further 
advance was made toward the common life by St. Pacho- 
mius in southern Egypt. His monks lived in groups of 
30 or 40 to one house, having their own superior, their 
own chapel, their own refectory, yet for solemn services, 


the entire community assembled in the great church 


or 
5 
of the monastery. They lived also according to one 


rule, the first Christian monastic rule, written about 




















PROCESSION OF CLERGY TO OPEN-AIR ALTAR 


On the feast of St. Bernard, Aug. 20th, the Abbot General, Rt. Rev. 
of Our Lady of Spring Bank with the celebration of Pontifical High Mass. 


M. F. Janssens, S. O. Cist., solemnly opened the Cistercian Monastery 
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CISTERCIAN ABBOT GENERAL CELEBRATING PONTIFICAL HIGH MASS AT SPRING BANK, OKAUCHEE, WIS. 


315. 
under St. Basil in Asia Minor who in the convent of 
Neo-Caesarea brought his monks together to a common 


This gradual advance came to its culmination 


roof, a common table, common work, and common daily 
prayer. 

This earlier development of the monastic life took 
place in the East; but our greater interest is, of course, 
in the monks of the West. In the West we find similar 
conditions, namely, a gradual advance from the indi- 
vidualistic and eremetical to the common life of the 
cloister. I need not dwell on these preliminary stages ; 
it will suffice if I remind you of such exponents of that 
life as St. Martin of Tours and Cassian. Our attention 
must rather turn to the man who was destined to lay 
the foundations of the marvelous development of monas- 
ticism in the West, St. Benedict. That distinction be- 
longs to him by reason of the fact that he wrote a 
monastic rule that so completely molded the religious 
life of Europe that Charlemagne might ask in wonder 
and surprise. whether there had ever been any other rule 
but that. 
of Cassian: that there had been as many rules as there 
were cloisters and cells. But with the advent of St. 
Benedict’s rule, all this changed. It became the ‘ 
And all this because it reflects, 


One might have answered him in the words 


“magna 
charta” of religious life. 
as everyone concedes, the wisdom that comes from above. 
Of course, as you know, it provided for community life. 
But it added this further feature that the monk was to 
be attached to his convent perpetually. The monastic 
community was conceived as a family over which the 
abbot presided, as the vicar of Christ for his subjects, 
as their father, their shepherd, their physician, their 
master. The purpcse of this life was the sanctification 
of the individual through the observance of the evangel- 
The daily life of the monk was prayer 


But the prayer, here provided for, was the 


ical counsels. 
and work. 
public prayer of the church—the divine office, the opus 
Dei, the work of God. The labor of the monks was that 
which was necessary for the maintenance of their life. 
All this seems simple enough and far from extraor- 
dinary. What gave it the touch of genius and stamped 
it as a document for the ages was the spirit of the man 
that breathes through its provisions. A spirit of mod- 
eration, a spirit of optimism, a spirit of good will, a 


spirit of broad and humane interest in his subjects. 
There was to be no undue harshness or severity, as in 
the more ancient monastic observances. There was to 
be no clamor or haste about temporal things, not even 
about learning. There was to be peace, there was to be 
summa quies—supreme quiet. One sees at a glance, 
St. Benedict was a leader, not a driver. He organized 
men not to exploit them for the benefit of a few but for 
the temporal and eternal welfare of the individual. 
Such a rule, such a spirit could not do otherwise than 
enthrall the spirits of noble-minded men. Hence the 
triumphal march of Benedictine monasticism; hence 
its undisputed sway for seven centuries; hence its mar- 
velous record for sanctity, for learning, for culture, for 
the advancement of the church and human society at 
large. 

Out of this sturdy parent stem powerful offshoots 
have gone forth, at first perhaps nothing more than re- 
form movements, but finally growing into proportions 
of new and independent orders. Such an offshoot is the 
Order of the Cistercians. It had its beginning in the 
abbey of Citeaux, in France, which gave the order its 
name, about the year 1098—or 830 years ago. Its foun- 
der was St. Robert, of course a Benedictine monk, his 
immediate successor St. Alberic, his second successor, 
St. Stephen Harding. 

It cannot be my purpose to enlarge on the reasons 
for this new departure, nor to go into any great detail 
concerning the points which differentiated it from the 
old Benedictine Order. Suffice it to say that the rule of 
St. Benedict remained the basic rule of the Cistercians ; 
in fact, the leaders of the Cistercian reform seemed to 
have in mind only a return to the original rule, the 
application of which in the course of time had under- 
gone such changes as necessarily affect every living 
organization. Greater stress was also laid on a supreme 
and central authority which might bind together into a 
more compact union the various independent abbies. 
But, whatever the vitalizing element was, so much is 
certain, the result was a new Order which not only 
maintained itself, but grew to be one of the glories of 
the Church, numbering at one time as 700 
abbies in Europe, and giving to the Church in the course 


many as 


of its long history two popes, 40 cardinals, a large 
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number of bishops, and exercising a very wholesome in- 
fluence in spreading and deepening the blessings of 
Christian civilization. 

Among its many great men who were preeminent 
by their sanctity and their powerful and beneficent in- 
fluence upon their times, we gladly give honorable men- 
tion on this day to the great St. Bernard. He entered 
the Cistercian Order as a young man of 21, in the year 
1112, under the administration of the third abbot, St. 
Stephen Harding, and it is no detraction from the fame 
and merit of this great man and his two predecessors 
to say that St. Bernard was perhaps the most potent 
factor in the development of the Order’s organization 
and in its marvelous spread. He alone founded 65 
houses of his Order, and his influence extended not only 
to the see of Peter, but into every Christian country. 
Above all he has left on the Cistercian Order the impress 
of his amiable personality. His intense devotion to the 
Blessed Virgin has become the most cherished heritage 
of the Cistercians; and his writings, which seem to be 
illuminated with the sunlight of the other world, and 
which breathe the peace and the joy and the fragrance 
of the Divine Spirit have become a fountain of undy- 
ing inspiration to every Cistercian. 

And now it happens that on this 775th anniversary 
of the death of St. Bernard, the glory of the Cistercian 
Order, we are here, in this Land of Lakes, in this charm- 
ing spot—Spring Bank—to lay the foundation of the 
first Cistercian house on this Western Hemisphere. The 
the 
fathers from various houses of Europe, are here as the 


Abbot General of entire order, four Cistercian 


pioneers of this work. And, assembled with them are a 
number of the regular and secular clergy, many digni- 
taries of the church, a goodly number of our devoted 
laity. 

To the official welcome which will be extended by 
the Right Reverend Vicar General of the archdiocese of 
We 


Milwaukee we add our own heartfelt good wishes. 
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pray that the Cistercian Monastery of Our Lady of 
Spring Bank may be destined to take an honored place 
in that long list of abbies that began with Citeaux and 
flowered into new glory at Clairvaux. We hope that the 
spirit of those earlier times which we passed in review— 
the rugged, sane, sober, humane spirit of St. Benedict, 
the patriarch of all the monks of the West, the tender, 
amiable, winning spirit of St. Bernard, the honey-flow- 
ing doctor, will find a new abode, a new center of in- 
fluence in Spring Bank. May the name be symbolical 
of its sublime mission. May it be to those who seek 
God a fountain of living water that springs up into life 
everlasting. Through the ministry of its priests who 
are here to assist the diocesan clergy in their pastoral 
work, may it carry into many a city and town the 
precious fruit of their prayerful study and their peni- 
tential mortification. To our Catholic people living 
in the midst of unbelief and moral corruption may it 
be like a closed garden, a sealed well, where they can 
hide for a few days of retreat and wholesome medita- 
tion. To those deeper and purer souls who, like the 
anchorites of old, would flee from the world and its 
dangers and find a place of supreme quiet where in 
labor and prayer they may follow in the footsteps of the 
saints and prepare themselves for the glory of ever- 
lasting life, may this place open its hospitable gates. 
Above all, may it be one of those hallowed places on 
earth where the praise of the good God will be sung, 
digne, attente, ac devote—worthily, attentively, devout- 
ly—by consecrated lips; may it keep alive to the end 
of time that touching custom which prevails in every 
Cistercian monastery, of ending the day with the Salve 
Regina, the final salute to Mary the Mother of God, the 
glorious queen of all the angels and saints, the clement, 
the pious, the sweet Virgin Mary. 

This is the wish, Right Reverend and dear Father 
Abbot General, and venerable fathers of the Cistercian 
Order, which all your friends express to you on this 
happy and auspicious day. 











STATUE AND GROTTO OF OUR LADY OF SPRING BANK, NEW CISTERCIAN MONASTERY, 
SPRING BANK, OKAUCHEE, WIS. 








A Notable Historic Group 


“Tnmre is an interesting group picture in the pres- 
ent, October number of Hosprrat ProGress to which 
we wish to call the attention of all the hospital Sisters, 
nurses, clergy, doctors, and the large group of exhibitors 
who know of Spring Bank by hearsay or reading, and 
especially of those who spent time on these hallowed 
grounds during the three years we had our conferences 
and exhibits there. We believe it is correct to say that 
without exception, all who went to Spring Bank, in 
whatever capacity, appreciated and loved it as a place of 
beauty and quiet effectively devoted to hospital pur- 
poses. It seemed desirable after using Spring Bank for 
our conferences for three years to go back to the large- 
city conference. We know this was done with regret 
on the part of many of the Sisters, exhibitors, and 
clergy. Ever since we ceased to have our conferences at 
Spring Bank, effort has been made to sell it to some 
religious community. Sisters’ communities and many 
other religious bodies were offered Spring Bank; but 
none in this country seemed to appreciate it at its real 
value. 

Out of regard for the members of the Catholic Hos- 
pital Association, and in view of the high spiritual pur- 
poses to which it had been devoted, and especially and 
most emphatically because of the high spiritual ideals 
and aims of those who had laboriously cared for and 
beautified and spiritualized the grounds, it became a 
settled conviction that the sale of Spring Bank must be 
so guarded that none should get possession of it who 
would not carry on these fine spiritual traditions. Hence 


when it had seemed almost impossible to find a pur- 


chaser, there came unexpectedly, as though sent by 
heaven, a group from across the seas, headed by the 
abbot general of the Cistercian Order, searching for a 
place to establish the first Cistercian monastery in 
America. Three of them had spent three years travel- 
ing throughout our country to find a suitable place. On 
Tuesday, July 17, the abbot general, Most Rev. M. Fran- 
ciscus Janssens, Father Thomas Acquinas Roos, with 
Father Cornelius Kneuesel were brought to Spring Bank 
by Rt. Rev. Bernard Traudt, chancellor of the Archdio- 
cese of Milwaukee to look over the property and build- 
ings of Spring Bank in order to see if they would be 
suitable for the establishment and development of a 
They had 
been, as stated, to many cities and dioceses, and failed 
to find a place that attracted them and appealed to them 
With the inspiration, 


Cistercian monastery in the United States. 


as fully suitable to their purposes. 
the decisiveness, and the quick action that marks Provi- 
dential happenings, they found the guardians of Spring 
Bank hard at work cutting grass and cultivating flowers 
and were cordially received by them and conducted over 
the whole property and throughout the buildings, ending 
their inspection at the shrine of Our Lady of Spring 
Bank. The condition of the buildings, the condition of 
the grounds, the beauty of the day, but above all the 
guiding spirit of Providence brought them to their 
knees in front of the shrine of Our Lady of Spring Bank 
on the shores of Lake Oconomowoc, at the foot of the 
They knelt at 
prayer, and Father Thomas seconded by the Abbot Gen- 


slope which leads from the mansion. 


eral, and Father Cornelius, rose from their knees and 

















REV. C. B. MOULINIER, S. J., EXECUTIVE DIRECTOR OF THF CATHOLIC HOSPITAL ASSOCIATION, AND RT. REV. M. F. 
JANSSENS, S. O. CIST., SIGNING THE PAPERS TRANSFERRING SPRING BANK 
FROM THE C. H. A. TO THE CISTERCIAN ORDER 
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said, “Here is where the first Cistercian Monastery of 
America will be established and it shall be called “The 
Monastery of Our Lady of Spring Bank’.” Father 
Thomas, in particular, after a short prayer, rose and 
said, “I have asked Our Lady of Spring Bank to make 
it possible for us to have this place.” The Abbot Gen- 
eral said, “All our houses are dedicated to Our Lady, 
and here we find a shrine already dedicated in her honor, 
and it shall be called “The Monastery of Our Lady of 
Spring Bank’.” 

The executive director of the Catholic Hospital 
Association, Rev. C. B. Moulinier, 8.J.,,. was in Chicago 
at the time seeing to the establishment of the Chicago 
business office. He received a telephone message from 
Mr. Kneifl, our business manager, telling what had 
taken place at Spring Bank on that memorable 17th 
day of July. On the very next day Father Moulinier 
went to Milwaukee, met the Abbot General and Father 
Thomas, now the prior of the monastery. Then they 
began negotiations for the transfer of Spring Bank to 
the Cistercian Order. The Abbot General and the two 
other Cistercian Fathers were invited to spend a few 
days at Spring Bank. They grew to love and appreciate 
In the meantime legal nego- 
Permission to dispose 


the place more and more. 
tiations were being carried on. 
of Spring Bank was gotten by telegraphic messages from 
the members of the Executive Board, so that finally on 
the eve of the feast of the Assumption, the group repre- 
sented in the picture in this number, gathered on the 
old porch, overlooking the Scholastics’ Garden, the beau- 
tiful slope to the lake, made doubly attractive by the 
simple beauty of the flowers and carefully kept lawn, 
ending at the rugged shrine of our Lady of Spring Bank, 
and now perhaps destined to become a world famous 
shrine of ‘Our Lady of Spring Bank’, to sign the final 
documents. 

In this group you see the Abbot General of the 
whole Cistercian Order ; the first prior, Father Thomas ; 
his assistant Father Cornelius; Mr. Fox, and his wife, 
who conducted the legal affairs for the Catholic Hospital 
Association ; Miss J. C. Trettel, R.N., acting secretary ; 
and Miss M. C. Stimson, R.N., and Miss Anna Schem- 
mer, R.N., the two who have for all these years with 
such devoted unselfish labor kept the Spring Bank 
grounds and the buildings in such fine, attractive con- 
dition, that this great abbot general from Rome and his 
prior who had inspected a large number of sites in this 
country, said, “Here is the place for us; everything is 
ready for us.” 

You have in this group a striking portrayal of the 
past, present, and let us hope and pray, the future of 
dear old Spring Bank. Sisters of the Catholic Hospital 
Association, join with us in mind and spirit! Thank 
God with deep human and spiritual gratitude for what 
has taken place! Let it never be said that any member 
of the Catholic Hospital Association has failed to see 
and realize the significance of this small group that went 
through the legal transaction of transfer on the eve of 


the Assumption. If we could have portrayed in a ‘pic- 
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ture all the fine, serious-minded, spiritual, and grateful 
souls of the Sisters, Clergy, nurses, and doctors who 
have deep understanding minds and hearts, there would, 
we are sure, be many more in this unique group. And 
if perchance there have been some who did not see, who 
did not know, who did not appreciate, who by some 
strange self-centered interest have failed to realize that 
there was a deeply patient and long visioned Providence 
at work for the destinies of Spring Bank, let them look 
upon this picture, let them try to see that God works 
unto great purposes and achievements in spite, perhaps 
of human ingratitude, human lack of vision, which 
sometimes are found even in religious people; let all be 
swallowed in the ocean of Divine goodness, and be guided 
to higher and better things. 

The prayers and purposes of those who preserved 
and guarded Spring Bank have been realized; the sta- 
tions, shrines, chapels will be honored, and be a constant 
source of joy to all who go to Spring Bank. Holy relics, 
in large numbers, will be brought from Rome, and a 
great basilica of the Cistercian Order is planned already 
by the abbot general to mark with grandeur, the carrying 
on of the Cistercian ritual, the nightly chanting of the 
Holy Office, the carrying on of retreats, missions, and 
novenas, for laymen and laywomen, the building up of 
a novitiate and a seminary for young recruits to the 
Cistercian Order. Thus we hope and pray that Spring 
Bank, from its humble beginning, will become a noted 
center of spiritual light not only in Wisconsin, but will 
reach to all parts of the United States, and even into 
the vast regions of Canada. 


—By one who was present, who saw and understood. 
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What Should the Clinical Record Show?’ 


E. P. Philbin, M.D., Our Lady of Victory Hospital, Lackawanna, N. Y. 


F, RST of all let-me define a clinical record: briefly it 
is all knowledge which is written or drawn pertaining 
to a particular sick person. It is composed of the wriften 
findings of the doctors, nurses, clerks, technicians, etc. 
The clinical record does not include mental findings. 
Now let me illustrate: 
into the hospital usually for medical or surgical treat- 
First of all the pa- 


A sick person is brought 


ment or maybe just for diagnosis. 
tient or some member of the patient’s family or friend, 
will give a brief history of the patient to the recording 
clerk in the office, this takes but a few minutes. The 
patient is brought to some particular room or ward, and 
now is the beginning of the clinical record, which is 
commonly called a chart. Some one of the floor nurses, 
supervisor, or student nurse, prepares a clinical record ; 
usually it is composed of printed sheets, and should 
show a sheet for the history, physical examination, pro- 
gress record, consultation sheet, permission sheet for 
operation, nurses’ notes, daily order sheet, X-ray sheet, 
laboratory sheet, autopsy sheet and all other pieces of 
paper pertaining to this particular sick person. 
History 

A first-class history is a necessary prelude to a first- 
class diagnosis; in some cases indeed a well-elaborated 
history practically establishes the diagnosis. It will be 
obtained and written by the doctor or his assistants. To 
obtain a first-class history requires skill, judgment, tact, 
and usually a wide clinical experience of the recorder. 
In brief it might be said here that the character of a 
medical school may be gauged with a fair degree of 
accuracy by the calibre of the histories written by its 
graduates, while in the case of the man in practice, it is 
not difficult on the basis of the kind of history he pre- 
pares, to estimate not only the character of his early 
training, but also the breadth of his subsequent clinical 
experience. 

The well-trained physician will direct his ques- 
tions to the patient in such a manner as best to develop 
the data essential to a diagnosis. He will not find it 
altogether difficult to separate the valuable from the 
Brevity is one of the prime 

It is true that a definite 


worthless in case histories. 

essentials of a good history. 
scheme is necessary in the routine of obtaining the pa- 
tient’s story. Just here, however, lies the pernicious 
influence of the usual custom of employing a printed 
blank and also of the size of the sheet employed. 
A worth-while history, brief and to the point though it 


must be, cannot be cramped within set confines. In some 


cases, the complaint upon entrance may demand only a 
few lines, and the recording of previous illness a half 
page. The chief justification for using blanks would 
seem to be that they are a sort of prop for the physician 


or assistant who has had no adequate instruction in the 


1Read at the Hospital Institute held under the auspices of the 
C. H. A. at Buffalo, N. Y., November, 1927. 


writing of histories, and whose training has led him to 
regard the patient as a case and not as an individual. 

A complete, but not padded, history and examina- 
tion are necessary in every case. The average physician 
who prepares a careful history and makes a complete 
routine examination will arrive at a greater number of 
correct diagnoses than will his more brilliant colleague 
who glides over the patient’s history, makes a snapshot 
diagnosis on the basis of the incomplete information he 
has received, and directs his physical examination along 
the lines of his premature judgment. 

Accuracy is Essential 

Accuracy is one of the prime essentials of a good 
history, and a great many factors enter into considera- 
tion in this connection. In the first place, one should 
allow one’s self sufficient time. To attempt to cut short 
the history because one is busy, leads to two things, a 
loss of the very necessary meditative attitude on the part 
of the physician and a hindrance to the full play of the 
patient’s memory, on the other hand the voluble patient, 
once his peculiarities are understood and appreciated 
from the point of view of the diagnostic significance, 
should by tactful counter questions be interrupted in 
order that time may not be wasted. 

Tact and delicacy are in many cases, prerequisites 
to an accurate history. By this is not meant reserve in 
asking necessary questions, but avoidance of that brusque 
dictatorial manner which places many individuals upon 
their guard or makes them actually secretive. 

Of all the essentials to accuracy in history writing 
however, none is so important as a thorough analysis 
of the patient's. symptoms, past and present. To one 
man the symptoms pain in the stomach means only that, 
to another, who can analize and correctly develop the 
facts bearing upon this manifestation, it means quite 
another thing, perhaps a tentative diagnosis. The term 
chill as given by the patient signifies relatively little 
unless an effort is made to bring out the information 
as to its severity, duration, and periodicity. 

Rheumatism 

There is surely no condition more frequently men- 
tioned in the patient’s recital nor so often incorrectly 
named! Careful analysis should quickly demonstrate 
whether the pain is or was articular, muscular or of 
another nature, whether it was associated with fever, 
whether it involved one or many joints, whether or not 
it was severe enough to confine the patient to his bed, 
whether or not it was associated with swelling and red- 
ness of certain joints and was accompanied by drench- 
ing perspiration and so on. Rheumatism, unqualified, 
means little. Rheumatism, defined and properly quali- 
fied, may determine the diagnosis. 

This matter of the thorough analysis of all points 
in the patient’s story applies with equal emphasis to all 
of its details—present complaint, past illness, ete. In 
many cases a history, so taken and analyzed, will enable 
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one to make a highly probable diagnosis even before the 
examination is begun. In all cases a good analysis is 
important to an intelligent study of the patient as an 
individual. 
Forms for History 
Before entering upon the subject of history writing 


proper, it may be well to deviate from our principal 
theme for a moment in order to say a few words about 
suitable materials upon which to record histories and 
about commendable methods of preserving them. 

The use of printed forms with definite space allot- 
ments for the items of the history, physical examination, 
and laboratory findings has already been sufficiently 
condemned. Cards or paper, blank, except for captions 
such as “name, date, occupation, address, place of birth, 
diagnosis,” etc., are much less objectionable, as there is 
no restriction to the space which may be occupied by 
such features of the history and examination as may 
require expansion. 

A good history sheet will usually have printed at 
the top, a place for the patient’s name, date, address, 
occupation, provisional diagnosis and definite diagnosis. 
Below this all other headings may be written in long 
hand or may be typewritten, such as, present illness, 
chief complaint, past illness, family history, habits, on- 
set and course, venereal and menstrual, and other subse- 
quent data. 

The History Proper 

Now then the history proper should be composed of : 
(1) Chief complaint (2) history of present illness (3) 
past illness (4) family history (5) patient’s daily rou- 
tine (frequently called habits or personal history) (6) 
venereal history (7) menstrual history. 

While the history is being written the patient should 
sit or lie, comfortable and facing a good light, so that 
the physician may study the sick person’s facial expres- 
sion and generally his manner of telling his story. To 
the observant and especially to the experienced examiner, 
a considerable amount of information is given in this 
way, as regards the reliability and weight of the state- 
ments made and, in general, as to the mental make-up 
of the patient. If the examination and history must be 
done in the ward, care should be taken to have the pa- 
tient screened off, in order that the observance of the 
other patients will not tend to embarass or excite him. 

In the matter of developing the present complaint, 
each symptom as it is given, is taken down and analyzed, 
from the onset to the time when the patient presents 
himself. 

The ideal method in the prepapration of a case his- 
tory is to take notes as the information is gathered and 
then to write the history in its final form. This plan 
makes for coherence, compactness and a logical arrange- 
ment. 

In obtaining a history it is always wise to be speci- 
fic, that is to pin the patient down to exactly what he 


is trying to describe. For instance “pain in_ the 
stomach” is, from the laymen’s point of view, a pain 
anywhere from the diaphragm to the pelvic floor. Many 
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patients describe fever as a symptom of the onset of 
their illness. Inquiry, however, very frequently shows 
that the individual did not use a thermometer but merely 
felt feverish, while the course of the disease indicates 
that an elevation of temperature was probably at no time 
present. 

When the patient complains of pain in the stomach, 
it is well to analyze what he means. Where is the pain? 
Is it to the right or left of the median line? Over the 
appendix or gall-bladder? Is it a stabbing or burning 
pain? Js it an ache or just merely a feeling of dis- 
tress? How long has the pain been present? Is the 
pain related to the taking of food? Does it depend upon 
the type of food taken? Is the position of the pain con- 
stant or does it radiate ? ete. 

In regard to previous illness, experience has shown 
that a worth-while account of the patient’s previous 
sickness is most likely to be obtained by asking him 


specific questions along set lines. Usually it is of very 


great help to learn what conditions are apt to have 
sequelae. 

The following are the most important: Rheumatic 
fever (endo, peri, myo.) tonsilitis, typhoid fever, scarlet 
fever, pleurisy, infections in general, and influenza. 
Each individual case, however, frequently requires an 
extra routine line of questioning according to what his 
previous illness has been. Among the more important 
of such past symptoms of disease, which should form 
a part of the routine questionary and be analyzed as are 
symptoms of the present complaint are the following: 
Headache, swelling of the ankles, cough, expectoration 
of blood, vomiting, shortness of breath, pain in the chest, 
pain in the abdomen, constipation, diarrhea, marked 
changes in weight, jaundice, trauma, and any previous 
operations. , 

Family History 

It is of prime importance to know whether tuber- 
culosis has existed in the family, not that it is directly 
transmitted to the offspring but usually the offspring 
are disposed to tuberculosis. For instance, a child of 
tubercular parents has a less chance of becoming tuber- 
cular if, when it is born, for some reason, it has been 
separated from its parents, than if it is allowed to remain 
in contact with its parents. That is, it inherits the dis- 
position to tuberculosis more than a child born of non- 
tubercular parents. The individual born without family 
taint will not, under ordinary conditions, contract tu- 
berculosis, even though he be exposed to an open case 
for a long period of time. 

Cancer, by the best authorities is not considered an 
hereditary disease, but in a doubtful diagnosis, where 
the question of cancer arises, it might be a slight aid 
to the correct diagnosis to know whether cancer has been 
prevelant in the family. 

There are two conditions in which the hereditary 
factor is very pronounced but which scarcely require 
investigation in the average case. These two diseases 


are hemophilia and insanity. We must inquire as to the 








HOSPITAL PROGRESS 


former particularly before subjecting a patient to a 
surgical operation. In the insanities, heredity plays a 
great role, and the history of a family, predisposition 
may be of considerable help in the diagnosis. Diabetes, 
alcoholism, epilepsy, and hysteria exhibit marked heredi- 
tary tendencies. 
Habits, Personal Routine, Personal History 

Under the above heading would come occupation, 
the details under which one works—hours, heavy labor 
or light labor, clerking, painting, etc. Diet would also 
come under this heading—type of meals, quantity and 
quality of food, ete. Bowels—action regular, irregular, 


etc. Other subheads under personal routine would be, 


use of alcohol, exercise and recreation, drugs and | 


tobacco, sleep, care of teeth, ete. 
Outline for Adult Physical History 
Head 


Cranium and Scalp: 

Eyes — lids, prominence of globes, movements, 
pupils, size, shape, equality, reaction, corneal scars, 
sclera, conjunctiva, vision. 

Ears—hearing, tophi, discharges, mastoid, tender- 
ness. 

Nose—deformities, septum, turbinates, discharges. 

Mouth—lips, mucous membranes, tongue, teeth and 
gums, pharynx and tonsils, reflexes, breath. 

Neck: 

Mobility, thyroid, lymph nodes, circulatory pheno- 
mena, cervical rib. 

Chest 

1. Inspection—size, general shape and nutrition, 
local deformities’ or tumors including breast. Respira- 
tory movements of chest wall, expansion, type of breath- 
ing, drawing in of interspaces. Respiratory movement 
of diaphragm, Litton’s phenomena. 

2. Palpation—confirm inspection data, tactile fre- 
mitus, presence: of pleuritic or precardiac friction. 

3. Percussion—movability of lung borders, excur- 
sion, resonance, vesicular diminished, tympanitic (for 
comparison, percuss symmetrical points. ) 

4. Auscultation—normal breath sounds, bronchial, 
vasicular or vesicular ; abnormal breath sounds, vesicular 
exaggerated, diminished cogwheel, bronchial or tubular, 
broncho-vasicular, amphoric or ravernous; vocal reson- 
ance-normal, diminished, increases. Bronchophony, 
egophony, amphoric, whispers breath sounds. 

Circulatory System 
Heart: 

1. Inspection—location of apex beat, character, 
force and rythm, abnormal pulsations, retraction of in- 
terspaces, precardiac prominences and depressions. 

2. Palpation—locate apex-beat, size, shape, pres- 
ence or absence of thrills. 

3. Percussion—determine and measure, outline of 
cardiac dullness, measure from midsternal line at fifth 
interspace. 

4. Auscultation—Note character of first and sec- 
ond sounds, diminution, accentuation, adventitious 
sounds, note time and quality, change or transmission. 


Effect of exercise should be noted. 
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Vascular System 
Arteries—stiffening, tortuosity, abnormal pulsation, 
Blood pressure is of importance. Condition of 


Fluoroscopy and radiography 


ete. 

veins should be noted. 

when indicated. 
Abdomen 

1. Inspection—general contour, respiratory move- 
ments, limitation or absence, peristaltic movements, 
bulging in flanks, local prominence, skin, naval, dis- 
tended and tortuous. 

Veins, striae and scars: 

2. Palpation—Different areas should be examined 
in definite order keeping in mind different organs; 
observe if soft, full, retracted, distended, or rigid. Note 
any sensitiveness, local or general, deep or superficial. 
Its character, with or without spasm. Note any masses, 
size, shape, consistency, mobility with pressure and with 
respirations, tenderness, mobility, pulsations, adhesions 
to skin or abdominal walls, relation to any abdominal 
organ. In examination of the abdominal organs the 
following may be suggestive: In liver, its size and shape, 
firmness, mobility, and presence or absence of irregulari- 
ties; gall bladder, if palpable, note tenderness in costo- 
vertebral angle. Colon, note should be given to appen- 
dicial and duodenal regions. 

3. Percussion—Look for presence of free fluid in 
peritoneal cavity. Distinguish between gaseous and 
other types of tumor. 
be obtained. 

4. Fluoroscopy and radiography as required. 


Outline of liver and spleen may 


Extremities 
Swelling, enlarged veins, evidence of deformity or 
limitation of function ; pain or swelling should indicate 
more careful examination. 
Neuromuscular—motion, gait paralysis spasm and 
tremors, coordination. 
Try common superficial tendon and deep 





Reflexes 
reflexes including pupils. 

Muscles—evidences of weakness, atrophy or hyper- 
trophy. 

Cranial Nerves—any evidence of any abnormality 
of function. 

Genito-Urinary 
scars, discharges, phimosis and malforma- 





In male 
tion of penis, deformities, atrophy and swelling of tes- 
ticle, changes in cord, varicocele, hydrocele, and epidy- 


mitis. 





Female—gynecological examination when indica- 
ted, outlet, relaxation, urethral and vaginal discharges, 
uterus, size, position or displacement condition of cervix, 
tenderness or enlargement in region of tubes, enlarge- 
ment or tenderness of ovaries. Speculum examination 
when indicated. 

Glandular—Note any evidence of local or general 
glandular enlargement. 

Skin—color, general condition, presence or absence 
of lesions. If present, describe character, distribution, 


etc. 
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Rectal 
Examination made when indicated, tones of sphinc- 


ter, presence or absence of hemorrhoids. 
Special Examination 
X-ray opthalmic, laryngeal, ete., as indicated. 
Impression 
Use Bellevue Nomenclature. 
Routine Laboratory Procedures on Admission to Ward 
Complete blood examination, white blood count, 


hemoglobin, red blood count if hemoglobin below 70, 
smear examination, bleeding and coagulation time if 
indicated. Blood chemistry samples to be taken if indi- 
Wassermann to be taken only if not obtained in 
complement fixation tests on all cases 


cated. 
admissions. G. C. 
24-hour sample of urine, beginning 7 :00 
Urethral, vaginal, or 


if indicated. 
a. m. morning after admission. 
cervical smears to be sent to laboratory for all court 

X-ray consultation 
Sputum examination 


cases and other cases as indicated. 
slips filled out when necessary. 

Pelvic measurements made 
Venereal history 


when sputum is present. 
and recorded on all obstetric cases. 
and menstrual history should be thoroughly investigated. 
Symptoms which may be noted by the examiner while 
he is writing the history and before he has begun the 
examination proper are as follows: 

1. Mental state—neuresthenic, hysterical, etc. 

2. Facial expression—intelligence, dull, anxiety, 
etc. 

3. Position in bed—knee flexed, lying on side, 
chest conditions. 

4. State of nutrition. 

5. Cough and expectoration, breathing, odor of 
breath, voice and speech, ears, eyes, etc. 

6. Physical examination, nurse’s notes, progress 
notes, etc. 

Importance of Records 
The records of a hospital are important, not only 


to the staff of physicians, nurses, and other attendants, 
but as a record to be utilized in the courts of law and in 
matters of public record. Also for the purpose of classi- 
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fying diseases, simplifying the treatment of each specific 
disease, for reference in the event of the return of the 
patient to the hospital, ete. 


The Nurse as Historian 

In obtaining the history of a patient, the nurse 
must bring into play those qualifications indispensible 
to a nurse’s success namely: patience, tact, delicacy, and 
sympathetic understanding. As a historian she must 
record all the facts relative to the past history of the 
patient, the clinical condition, the results of laboratory 
tests, the tentative diagnosis, the physical findings as 
observed by the physician, the treatment, medical and 
surgical with accompanying orders and progress notes, 
complication, consultations, together with the final diag- 
nosis and the condition of the patient at discharge. The 
monthly report prepared for members of the hospital 
staff also holds a prominent place in the various duties 
of the historian. Knowledge of technical terms and an 
understanding of pathological conditions are essential 
in compiling these statistics, hence the nurse’s training 
particularly equips her for the position of hospital his- 
torian. 


A System Which Might Be Used 
On admission the patient is asked to fill out a his- 


tory sheet. A filing card which acts as a financial ledger 
is then filled out and placed in file in the admission 
office. The history sheet which the patient filled out is 
now transferred to the recordroom and copied. The copy 
is taken to the floor where the patient is located and 
placed on the patient’s chart. 

On the day of the patient’s discharge the complete 
clinical record or chart is taken to the admission office, 
the attending physician first writing the final diagnosis, 
patient’s condition on discharge and all salient points. 

The chart is taken to the record- or chartroom where 
it is gone over thoroughly by the historian and filed 
away according to: 

1 Disease (on cards), 2 Numerically, 3 Alphabetic- 
ally (on cards), 4 physician (on cards). 
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The Ear, Nose, and Throat Examining Room’ 


Edward King, M.D., Cincinnati, Ohio 


| is a rather difficult task to make a subject of this 
kind sufficiently interesting to occupy an hour of the 
time allotted us on the program. The department of 
otolaryngology in a hospital should have careful con- 
sideration at the hands of the administrative forces be- 
cause the number of patients far exceeds that of any 
other service and the efficient handling of this large 
number makes for better relations between hospital and 
patients and reduces to a minimum the work in con- 
nection with this class of cases. While we are not 
dealing in this brief paper with the entire department 
of otolaryngology, still it is not amiss to mention that 
it should be concentrated as far as possible on one floor. 
Certainly those who are to be in charge of this depart- 
ment should have special training for the work and 
always a natural desire to do that particular type of 
duty. 

We are expected to describe an ear, nose, and throat 
examining room and to demonstrate its arrangement, so 
I will attempt to confine myself to this subject and to 
be as brief as possible. 


Location and Size 
The location and size of the room should be con- 


sidered first. As I mentioned, the department should be 
concentrated on one floor and on this floor the examin- 
ing room should be located. The patients can be moved 
readily from the rooms or wards to this room for exam- 
ination and treatment before or after operative pro- 
cedures. Sometimes it is necessary to examine or treat 
a patient more than once a day, and a room centrally 
located on the same floor is easy of access. To my mind, 
the patient gets much better care if this plan is carried 
out. The visiting staff are most anxious to save time, 
and the examination and treatment of patients follow- 
ing operations are time-consuming functions. If the 
patients are not on the floor where the examining room 
is located, it is quite often true that the visiting staff 
may put off the examination or treatment, or perhaps 
neglect it altogether for utter lack of time, because they 
are compelled to wait until a patient is brought from 
another floor. The incidental delay in telephoning to 
another part of the hospital and the wait for the eleva- 
tor or the delay in locating a wheel chair or a cart pre- 
vent efficient operation. 

The size of the room is important. 
forget that it is very often necessary to examine a patient 


We must not 


on a stretcher so the room must be large enough for all 
the furniture described below and such cumbersome ap- 
paratus as a bed or stretcher in emergency. Further- 


demonstrations at times 


more there may be clinical 
which mean visitors or spectators and the room should 
be large enough to provide space for eight or ten stand- 
If I were asked to give the desired space in feet, 


ing. 
It is a good 


I would say 16 by 16 or better 16 by 20. 


1Read at the 13th annual convention and 2nd annual clinical 
congress of the Catholic Hospital Association, held at Cincinnati, 
Ohio, June 18-22, 1928. 


plan to have a small room adjoining the examining room 
for a waiting room, or if this is not possible, a few chairs 
or a bench may be placed in the hall for those who are 
compelled to wait. 
Lighting the Treatment Room 

The next feature to be considered is the lighting. 
Artificial light is necessary and how to employ it most 
efficiently is the question. As you all know, artificial 
light and daylight do not mix. 
be situated so that daylight may be excluded readily, 
Of course, it is obvious 


Hence the room should 


producing a semi-dark room. 
that the room should be well ventilated, but awnings and 
blinds should be provided in order to shut out the bright 
daylight. In connection with this point we must also 
consider the interior decorations. The walls must be 
dark. A bright glossy finish in this room would defeat 
every effort to shut out daylight. 


tion of the otolaryngological department to have dark 


Of course, the ambi- 


rooms is often thwarted by the architects and the ad- 
ministration. They do not want dark rooms. Every 
room must be uniform and bright and they object seri- 
ously to placing a pleasant green coat on a room in the 
We do com- 
promise at times on dull gray and that is satisfactory, 
but we must insist on having this at least and perhaps 
in time we may prevail upon the planners to stick to 
green. One of the largest hospitals in Cincinnati was 
built under the supervision of an otolaryngologist and 
lo, and behold, when the hospital was finished the nose 
and throat operating rooms were subjected to a bath of 
daylight from a complete wall of windows and a large 
skylight. We 
have overcome this somewhat by having the skylight and 
windows painted black, but the walls are still a beautiful 


midst of a large number of white rooms. 


The examining room was just as bright. 


shining white tile finish. 

Now as to the artificial light which we need so 
much. It is necessary to have about six outlets. Of 
course, they should be at the waist line so that when 
making connections it will not be necessary to crawl un- 
der the furniture. These outlets are to be used for the 
examining lamp of which there should be two, one on 
either side of the patient, for the air compressor, for the 
sterilizer, for the radiograph box and for the transillu- 
minator. The otolaryngologist makes all examinations 
with a head mirror by which he reflects the light into 
the cavity to be explored. The light should always be 
placed immediately behind and to the side of the patient. 
As some operators use the light on the right side of the 
patient and others on the left, it is quite an asset to have 
one on each side of the patient in order to avoid moving 
it for different operators. The ordinary standard with 
a gooseneck is probably the best form of light. 

Essential Furniture 

As to the examining chair, the features which are 
essential here are: first, comfort for the patient; sec- 
ond, adjustable headrest and seat; third, a back which 
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can be lowered so that the patient can be placed in the 
recumbent position with ease. The combination table 
and chair has been used to some extent, but the objec- 
tions to this type of chair are that it requires the opera- 
tor to stand and it is difficult to get close to the patient. 
The ordinary metal stool with adjustable seat is provided 
for the examiner. As to the examining table, it is my 
opinion that a simple table made as small as possible, 
will be most useful. Not many instruments are required 
in routine examinations and the table should be just 
large enough to care for those instruments, placed easily 
in reach of the operator. It should contain a drawer 
for towels, and one for cotton and gauze, and a space for 
accessory instruments which are not used routinely. It 
is my experience that a large number of drawers and 
spaces provide room for articles which should be dis- 
carded. A receptacle for waste cotton can be attached to 
the table. A large square pan should be placed on the 
table for dirty instruments. A small rack containing 
solution bottles has its place here also. 


Dangerous Solutions 
It is not necessary to have more than six or eight 


bottles, and the rack should be convenient to the reach 
of the operator. The bottles should have glass stoppers. 
Regarding the solutions which have a place on the ex- 
amining table, it is hardly necessary to go into detail. 
A word must be said here, however, regarding cocaine 
solutions. They must be guarded closely at all times. 
In addition they must be recognized by all nurses and 
attendants as potent, dangerous drugs. Therefore some 
special manner of labeling them must be used. There 
are various devices for this purpose. Ever since the 
committee on local anesthesia of the laryngological sec- 
tion of the American Medical Association made its re- 
port on the deaths from local anesthesia, it behooves 
every one who is handling cocaine or any other local 
anesthetic to know without any danger of doubt the con- 
tents of receptacles placed for the use of these drugs. 
Mistakes are disastrous and inexcusable. One of the 
methods much in vogue in our local hospitals is the col- 
oring of cocaine. A few drops of methylene blue are 
added to all cocaine solutions before they are taken out 
of the drug room. Stands with the names of the solu- 
tion are employed also. The important point is that 
some method of safeguarding the patient must be de- 
vised. 

An important adjunct to any nose and throat room 
is compressed air and suction. If compressed air is pro- 
vided in the institution one outlet should be present in 
this room ; if not, a small unit producing air and suction 
can be used. With this apparatus, atomizer bottles will be 
useful. In the room, but as far away from the operator 
as possible, should be the electric sterilizer. On account 
of the need for repeated boiling of instruments and in 
order to save steps, it is best to have it in the same room. 
An X-ray film illuminating box should be placed in the 
room. The washstand convenient to the operator is 
essential and a towel shelf with room for a large number 
of towels or a paper-towel box will be needed. A small 


table or desk and chair are necessary for taking histories 
and making notes. Two or three additional chairs and 
a hat-rack should be provided for the use of the guests 
of the operator, or the family and friends who are in- 
terested in the patient. A small instrument case for 
apparatus such as tuning forks, rheostats, etc., should be 
given space. 

In the darkest corner of the room a small section 
should be set aside for transillumination. This area 
need only be large enough for a chair to seat the patient 
and room for the examiner and one other to stand. It 
must be absolutely dark and provided with an outlet to 
the wall for the rheostat. It can be made of black cloth 
nailed to a frame, but it is better to build it properly of 
the materials used in the walls. 


Standard Instruments 
Now as to the instruments: There are certain in- 


struments that otolaryngologists use in daily practice 
that should be familiar to a nurse in charge of a treat- 
ment room and yet in most general hospitals it is diffi- 
cult to obtain the ordinary routine instruments for ex- 
amination and treatment. Before making any purchases 
for the ear, nose, and throat department, the staff should 
be consulted. Have all the men on otolaryngology get 
together and agree on the instruments which should be 
provided. Unusual instruments which are hobbies need 
not be purchased, but it is easy to get the men to agree 
on the routine ones. I might mention those which are 
essential, viz: A head mirror with a leather back be- 
cause the band can be adjusted to fit any head. For 
nasal examinations, we must have a speculum, (Vienna 
model), also a small speculum for infants, metal cotton 
carriers, angular forceps and a post-nasal mirror. For 
the throat, tongue depressor and laryngeal mirrors are 
necessary and of course, when mirrors are used one must 
have an alcohol lamp for heating them. For the ear, all 
sizes of ear speculae are required, as well as an all-metal 
syringe. An electric otoscope, a spud for removing ceru- 
men, a catheter with hearing tube and a Politzer bag. 
These are essentials and should have a place on every 
table or tray for examinations. 

Quite often the responsibility for fitting up the 
special departments in a general hospital is not given 
sufficient thought and in selecting the apparatus due 
consideration is not given to the needs of the majority. 
I have in mind the otolaryngological department of one 
of our hospitals in which the items were so numerous 
and so unique that the proper use of them is impossible. 
For example, in selecting and purchasing tonsil tenac- 
ula, one very unusual type was bought to the number of 
three dozen. So individual are they that only one man 
could use them and one-half dozen would last a lifetime. 
There are other items in the same ratio of quantity and 
utility. For this reason any large expenditure should 
be supervised and agreed upon by the entire department 
of otolaryngology so that each member of the staff will 
take a personal interest in the use and value to the de- 
partment of new equipment. I have barely mentioned 
the instruments for testing the hearing and yet they 
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are very important and should be provided. We can 
hardly expect a general hospital to provide a soundproof 
room for this work, but if there is any large room avail- 
able in a quiet part of the building it should be used for 
this purpose in addition to its other utility. 

There has been such a departure in the last few 
years from the old established white metal furniture that 
I think a word might be said here regarding the general 
appearance of the treatment room. There is no doubt 
that the pure white metal uniformly carried out in the 
form of a treatment or operating room give one the idea 
of cleanliness and sanitation, but in addition it does give 


some patients an apprehensive feeling as though some- 
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thing were going to happen to them. I think this is 
particularly true in children and for this reason with 
the present excellent opportunity to deviate from the 
standard white rooms, I am quite convinced that the 
room into which the patient is first ushered can very well 
be in a different shade. 

At the present time I have one room in my office 
entirely in a mahogany shade. Of course, this fits in 
very well with my desk and chair which are there also. 
The office assistants are instructed to use this room for 
children and nervous adults, and I am thinking of 
having all my treatment rooms done in a dark shade. It 
seems to me that this matter is worthy of our attention. 


Some Fundamental Principles in Hospital Economy’ 


W. A. Henke, M.D., Grandview Hospital, La Crosse, Wis. 


Mervat cooperation between surgeons, superin- 
tendents, and personnel of hospitals, would save thous- 
ands of dollars annually, and would improve the quality 
of service rendered to the patient. It costs less per per- 
son, to conduct a hospital filled to capacity at all times, 
than it does to conduct one filled to capacity only at in- 
tervals. The income of the private hospital is in pro- 
portion to the number of pay-patients in the hospital. 
One object then, of the superintendent is to keep the 
hospital filled to capacity, if for no other reason than to 
make both ends meet. 
Surgeon’s Waiting List 

The surgeon by creating a waiting list of his chronic 
cases, and by sending them into the hospital as rooms 
are available, will aid the superintendent greatly in ac- 
commodating acutely sick patients and in keeping the 
hospital filled to capacity. The surgeon may also in- 
fluence his well-to-do patients to accept the higher-priced 
rooms when available. To keep the hospital evenly 
filled throughout the year and to see that the higher- 
priced rooms are always occupied, would place many 
hospital that is dependent upon outside financial as- 
sistance, on a self-sustaining and independent basis. It 
would also reduce the per-capita cost of hospitalization. 

The surgeon who makes every operation an emer- 
gency procedure, is an expensive surgeon to the hospital, 
and a dangerous surgeon to his patients. He is expen- 
sive to the hospital, for it costs the hospital more to set 
up separately for each individual operation at all hours 
of the day and night, and dangerous to the patient, 
because emergency operations without complete exam- 
ination, are frequently performed with inadequate per- 
sonnel and under an erroneous diagnosis. ‘There are 
exceptional cases of course, such as rupture of a viscus, 
lacerations, hemorrhages, fractures, etc., where immedi- 
ate attention is imperative. 

There must be team work at all times. 
between the different departments of the hospital and 
between the different groups in each department. There 
must be the most modern equipment and the most effi- 


Team work 


1Read at the meeting of the Wisconsin and Illinois Hospital 
Associations. 


cient help available. The best is usually the cheapest. 


Labor turnover is expensive. Obsolete and inadequate 
equipment are a distinct loss. 


Standardized Purchases 

Standardization of goods bought, produces the 
greatest of all savings. The nurse becomes accustomed 
to a particular kind of gauze, adhesive plaster, lead 
pencil or safety pin, and with that, providing it is of 
good quality, she can do her best work. It is expensive 
to make a change at every purchase, regardless of the 
so-called “bargain” occasionally obtained. 

By standardizing all goods used in a hospital and 
by arranging a card system, it is possible to do all the 
buying for the hospital, exclusive of the kitchen, in a 
few hours each month. The superintendent of the hos- 
pital with which I am connected, and which is a hos- 
pital of 116-bed capacity, never spends more than two 
hours a month on purchases. She never interviews sales- 
men and does not change articles that have been found 
serviceable. She knows by the use of a card index, where 
each and every article, that has left the storeroom, has 
The card system that makes this possible is a 


gone to. 
Therefore I shall 


very simple and inexpensive one. 
describe it somewhat in detail. 
Card Inventory System 

There must be a card for every article utilized, at 
all stations on each floor. Another card for the same 
article is on file in the storeroom. The supervisor on 
one of.the floors requisitions, for instance, a lead pencil. 
The lead pencils, as well as every other article in this 
hospital, are standardized. The superintendent dis- 
covered that certain lead pencils are better than others. 
She found by experience that No. 494, for instance, is 
just the quality of lead pencil that is most serviceable. 
She provides a card at every station for the article, lead 
pencil, No. 494. The floor supervisor, when in need of 
a new supply of goods, merely writes the date and quan- 
tity of articles desired in the column for that purpose, 
on her requisition card. 

The storeroom girl, at a stated hour each day, goes 


from station to station and collects these cards. In less 
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than an hour she returns to each station, the requisition 
cards, together with the articles requisitioned. She has 
a similar card for each article on file in the storeroom. 

The superintendent orders but once a month, and 
that is on the 25th. On the 24th of each month the 
storeroom girl sends up to the office of the superintend- 
ent, her cards of all articles that are likely to be ex- 
hausted within the next thirty days. She requisitions 
enough to last for a period of six months or more. 

The trade name, number of article, and from whom 
purchased, appear on these cards, making it a very 
simple matter to copy the order onto the triplicate order 
blank, recommended by the American Hospital Associa- 
tion. 

One copy of the order goes to the merchant, one to 
the storeroom and the other remains in the superin- 
tendent’s office until the goods are received and checked. 
They are then forwarded for payment to the bookkeep- 
er’s desk. 

The goods are ordered on the 25th of each month. 
They will most likely arrive before the 5th of the follow- 
ing month. Thus all ten-day discount bills may be 
taken advantage of in one group, on approximately the 
8th of each month. This latter procedure, therefore, 
also expedites bookkeeping, and lessens bookkeeping 
personnel. 

Many superintendents do not hesitate to spend an 
hour or more daily interviewing salesmen, which in total 
time spent, amounts to many days throughout the year, 
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but they do not find time to attend the national and 
Yet 


compensate for the wonderful opportunities offered, to 


state hospital conventions. what salesman can 
make comparisons in price and quality of goods, as found 
at the commercial exhibits of the American Hospitai 
Association, the Catholic Hospital Association, American 
Medical Association, and American College of Surgeons 
meetings? Our superintendent does not change fre- 
quently, but when it is found necessary to make a 
change, it is done after making comparison of goods at 
one of these conventions. This has produced a sub- 
stantial saving to the hospital. 
Checking Waste 

The cost of adhesive plaster was reduced 30 per cent 
when the storeroom girl required the return of the 
empty spool before another could be issued. This same 
practice was later extended to include, electric-light 
bulbs, writing pens, hot-water bottles, broken dishes, 
glasses, thermometers, etc. 

Every piece of linen should be numbered consecu- 
tively for every department, and when torn, should be 
replaced by another given the same number and depart- 
ment designation. Taking inventory and detection of 
loss becomes then a simple matter. Hot-water bottles 
should also be numbered and accounted for at regular 
intervals. A considerable loss is frequently sustained by 
hospitals when their surgical nurses fail to prepare cat- 


gut properly. 
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On one of my trips to a hospital in California, | 
watched a surgical nurse prepare the ligatures before 
operation. After boiling for fifteen minutes, she broke 
the tube and immersed the catgut into warm sterile 
water for two minutes, then removed it from the water 
and placed it between two layers of a moist sterile towel. 
I observed when the surgeon used this ligature, it did 


not break. Upon my return home, I instructed our 
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surgical nurse to prepare our catgut accordingly. As 
we do many thyroidectomies at our hospital, which as 
you know require numerous ligatures, I am sure she has 
since effected a saving amounting to many times the 
expense of the trip to California, besides making every 
tie much more secure and dependable. A brittle tie is 
an unsafe tie. Give your surgeons strong, flexible, and 
pliable ligatures, and they will appreciate your surgical 








BROTHER ALEXIUS, SUPERIOR GENERAL, ALEXIAN BROTHERS 
Left to right: Brother Cyprian, master of novices, and Brother Frumentius, provincial, both of Chicago; 
Brother Alexius, superior general, whose headquarters are at Aix-la-Chapelle, Germany; Brother Ludolph, 
assistant general; brother Ephram, superior of the Alexian Brothers’ Hospital at Chicago. 
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nurse and save you money. Postoperative infections are 

expensive to the hospital and are expensive and danger- 

ous to the patient. It is our duty as surgeons and su- 

perintendents to make every effort to prevent them. 
Surgical Technic Sheet 

Several years ago, we developed a surgical technic 
sheet so as to be able to place the blame when infections 
On this sheet are recorded all deviations from 
the regular routine. The routine is written up and all 
changes, however slight, are noted. The setting up of 
the instrument table, is standardized as well as the pre- 
paration of the hands of the surgeon, assistants, and 
nurses. All infections, as skin eruptions and colds 
among the personnel are noted as well as punctured 
gloves, torn sheets, gowns, and towels. 

The number of layers of sheets on the instrument 
table are recorded as well as the temperature of the room, 
the absence or presence of draughts, flies, and dust in the 
operating room. In fact, every deviation from the regu- 
lar routine is noted. This sheet, which accompanies the 
operation record to the files, has placed all the doctors 
and nurses on their guard and has had the effect of .re- 
ducing our postoperative infections from eight per cent 
of several years ago, to one half of one per cent as it 
exists at the present time. It becomes a very simple 
matter to place the blame when infections occur, and it 
no longer is feasable to blame all postoperative infections 
on catgut as heretofore. In fact, in our experience in 
late years, catgut never happened to be the cause of post- 


occurred. 


operative infections. 

There is a source of infection that very frequently 
escapes detection. I refer to the sterile covering on the 
instrument table. Two or three layers of sheeting do not 
protect the instruments against infection. As a routine 
instruction to every student nurse, I would suggest that 
a small piece of sheeting, such as is used on the instru- 
ment table, be placed under the microscope, and let her 
observe that the open spaces are so large, that at least 
four hundred streptococci may pass through every inter- 
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stice of the finest woven sheeting at one time. It re- 
quires at least four layers of sterile sheeting to protect 
dry instruments on a table. When instruments are wet, 
it requires many more layers, as the germs travel upward 
by capillary attraction. 
Various Kinds of Economy 

The greatest economy is the one that is continuous 
when it is once instituted. A material economy pro- 
duced, at the expense of labor, may not be an economy 
at all. In fact, it may prove a distinct loss. As an ex- 
ample, at our hospital it did not pay to press and sell 
waste paper, as it sold for less than the value of the man’s 
Nor is the reclaiming of 
New gauze is 


time spent in preparing it. 
gauze in a 100-bed hospital profitable. 
less expensive than the labor required to wash and re- 
sterilize old gauze. 

In our early experience, the disposal of garbage and 
rubbish by the ordinary small-door metal burner, was 
found very wasteful in time and labor. An inexpensive 
burner, constructed of brick, with a large door on top, 
into which many cans of rubbish can be dumped at one 
time, and provided with a powerful draught, now re- 
places the metal burner at a considerable and constant 
saving. In like manner, the installation of water soften- 
ers at a considerable expense, are often justifiable to pre- 
vent the continuous expenditure of money for the re- 
placing and repairing of boilers and water pipes that 
are likely to become occluded by sedimentation. 

The financial leaks in a hospital are many. The 
opportunities for effective economy are equally numer- 
ous. The efficient superintendent will see them both 
and treat them accordingly. 

In conclusion, there is little consolation in econo- 
mizing for others at the expense of one’s own health and 
The overworked superintendent is still far too 
common. John Pierpont Morgan was able to rule prac- 
tically the entire financial world, and yet he spent less 
at his desk. 


welfare. 


than eight hours a day 
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: ST. CATHARINE’S HOSPITAL, KENOSHA, WIS. 
The picture shows a south view of the new 50-bed structure, the first step in the hospital's building program. 


St. Catharine’s Hospital, Kenosha, Wis. 


Views from any direction,the group of buildings for 
St. Catharine’s Hospital, Kenosha, Wis., is a lovely and 
picturesque one. Ever new and ever interesting are the 
varied roofs and the graceful silhouetts. The arcades, the 
balconies, the sturdy tower, and the detail are strongly 
reminiscent of the architecture of the Mediterranean— 
Italy or Spain. The exterior is of Kenosha common brick 
accented with gray Bedford stone—at the entrance, for 
instance, and again at the quoined corners. As soon as 
conditions permit, it is planned to stain all of this brick- 
work a brilliant white. Then the blue-green of the wood 
of the window, the darker hues of the oak, and the pink to 
purple tiled roof will make the picture a brilliant one. 
The white of the wall surfaces will be punctuated by dark 
evergreens at carefully selected spots. The graceful out- 
line of the building will be softened and tied to the 
ground by shrubbery and trees planned to emphasize and 
increase the beauty of the building. Of course, one must 
be a bit imaginative now, for the grounds have not yet 
healed from the scars of the builders. 

It is an exotic bit of architecture to us and one 
wonders why. The explanation is simple and interesting. 
The Sisters of St. Dominic, who operate the hospital, came 
to this country from Spain where the motherhouse is 
located at Salamanca. This was not so long ago. Many 
of the Sisters received their training there, including 
Reverend Mother Catharine, now provincial. What more 
natural than to turn to Spain with its wealth of beautiful 
architecture for inspiration. There is on slavish imita- 
tion, no striving for an effect, but a consistent expression 
of a plan carefully developed to meet the exacting needs 
of the modern hospital. 

From the entrance drive we see the main, three-story 
building flanked on the left (south) by a two-story one, 
and on the right by an open arcade leading to a one- 
story pedimented wing. The arcade forms one of the 
sides of a small patio which the Sisters hope will some 
day add its bit to the attractiveness of the group by a 
tiny fountain, a garden seat or two, potted plants, and 
verhaps, even a few tubs of oleanders. On the far side 


of the patio is a two-story wing attached to the main 
three-story mass at its westerly end and connecting to the 
refectory wing. 

A happy touch is the main entrance door very directly 
inspired by a famous one in Salamanca, within a stones 
throw of the motherhouse. The richly carved stonework 
was made possible through the generosity of a friend. 

The three Coats-of-Arms over the door are (left to 
right): The Dominican coat-of-arms; Mother Foundress 
—Mother Theresa Saldanha—Rio Maior; and the Sisters 
of St. Dominic. 

The Hospital Living Room 

The vaulted vestibule leads into the lobby. Perhaps 
a better word would be the “living room” of the hospital, 
for there is none of that cold formality that we always 
associate with the word “lobby.” Whether it be in the 
furniture, the hangings, or in the room itself, an atmos- 
phere of a living room in a home of refinement has been 
created. To catalog the details will not visualize the 
picture—at best, it will be a poor substitute for seeing it. 
The floor and base is of varicolored tile. The walls are of 
plaster of a sandlike finish. The ceiling is divided into 
two parts; the portion over the vestibule door has a very 
flat vault. The larger portion of the ceiling has flat 
beams of oak. Directly opposite the entrance door is an 
attractive information desk partly recessed in the wall, 
and directly back of this the general office. Adjoining is 
Rev. Mother Catharine’s office, readily accessible from the 
lobby or from the business office. The arrangement of 
the lobby is especially noteworthy, for while it is not a 
large room yet it has been so planned that it serves two 
functions; one as an entrance way to the hospital, and 
the other as an attractive waiting room. And neither is 
crowded. 

Passing through the attractively paneled oak door on 
the right, we sense immediately that we have entered the 
hospital proper, where cleanliness is truly next to God- 
liness, and yet it isn’t a forbidding cleanliness, but a warm 
and welcoming clean-ness. 
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The floor is a warm polished dark terrazzo (marble 
chips and cement ground down to a very smooth finish 
and high polish). The baseboard, too, is of terrazzo with 
a cove at its intersection with the floor, making it easy 
to keep clean. The walls and ceilings are of sand plaster 
attractively painted in deep cream in two tones. The dado 
is somewhat darker than the rest of the walls and ceiling. 
The doors are apparently large slabs stained to a walnut 
color and varnished, with a flush ebony inlay forming a 
panel. The absence of wood about the door makes it 
appear as though the door were hung on the plaster 
partition, but closer examination reveals the presence of 
a steel frame flush with the plaster. No crevices or corners 
here to clean. The plaster returns against the window 
frames leaving only a trifling bit of wood exposed. The 
window stools are of marble; wooden stools are impossible 
to maintain in sightly condition in the hospital. 

On the right as we leave the lobby is the record room 
where the medical histories are carefully indexed, cross- 
indexed, and filed, and every effort made to make them 
available for study by the physicians. 

Next is a small reception room for the comfort of 
patients’ relatives in times of stress. Beyond is a doctors’ 
coatroom, At the end of the corridor, opposite the lobby 
door, is a glass door leading to the arcade framing one 
side of the patio we saw on approaching the hospital. 

If we turn left directly opposite the reception room, 
we are in a broad corridor 8 ft. 10 in. wide, made so in 
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order to permit turning beds and stretcher cars without 
difficulty and without damage to the walls. 


Services and Laboratory on First Floor 

The entire first floor is devoted to the services of the 
hospital. A completely equipped pharmacy, a room for 
electric therapy where the various forms of health-giving 
lamps and other forms of electricity are used to alleviate 
suffering and to effect permanent cures. 

There is a laboratory where, with the aid of powerful 
microscopes, centrifuges, and chemicals, the physician is 
enabled to determine the cause of disease, and without 
which he would be groping blindly. 

Conveniently adjacent is the X-ray laboratory, 
equipped with the latest apparatus, where hardly any 
secret of our “innards” can escape the searchlight. So 
powerful are these rays that the operator must be care- 
fully screened against them, lest the constant exposure 
sericusly injure him. 

At the far end of the corridor is the ambulance en- 
trance with an adjacent operating room, completely 
equipped and always ready for those sudden emergencies 
to aid and relieve which the hospital stands ever on guard. 
Across the corridor is an emergency ward for such cases. 

An elevator and stair hall opens from the north side 
of the main corridor. Passing through this corridor we 
enter the culinary wing. The large kitchen with its per- 
fect equipment has a secondary one for the scientifically 
prepared diets which have been found so efficacious in 














ST. CATHARINE’S HOSPITAL, KENOSHA, WIS. 
1, One of the major operating rooms; 2. Second floor solarium; 3. Private room; 4. A minor operating room. 
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treating certain ailments. Grouped around this are the 
dining rooms for nurses, help, and Sisters. 
The Sisters’ Dining Room 

The last named is especially interesting, for, to the 
Sisters, food is not a matter of “grab it and run,” where, 
when, and how one may. It is a blessing which should 
be partaken of reverently as a gift from Him “from whom 
all blessings flow.” The breaking of bread among the 
Dominicans has a ritual glorified by centuries of use. 
To make this ritual effective, the tables are placed in the 
form of an inverted “U” with the diners seated on the 
outside of the “U.” The superiors are seated at the head 
table. An alcove and a dais on one side of the room 
provides a place for the Sister who reads or chants during 
the meal. The walls of this room are of common brick, 
the ceiling of unfinished timbers. A concession to ease 
of cleaning and maintenance is the terrazzo floor. Austere 
and unfinished as the room is, it has a great dignity, the 
dignity of sincerity and truth. 

The Operating Department 

The operating department is in the north wing of 
the second floor. Three splendidly equipped operating 
rooms with the adjoining workrooms, sterilizing rooms, 
surgeon’s locker and dressing room, and utility or clean-up 
room, and surgeons’ scrub-up room occupy this large wing. 
The operating rooms are wainscoted in green tile, with 
a dark-green floor. The walls above the wainscots, and the 
ceiling are painted light tones of green—quite an attrac- 
tive color scheme—but not chosen for its effect. Rather 
because research has shown that such a combination of 
colors produces the most satisfactory conditions for the 
very serious business that goes on here. The large north 
windows insure the best of light from the north. If this 
fails, and it often does, a most excellent substitute is to 
be had in the electric light fixtures so designed as to be 
almost shadowless, and arranged so that it may be readily 
adjusted to light any position. Each room has its instru- 
ment case built into the wall. The two larger (or major) 
operating rooms have connections for creating vacuum 
by water, very similar to the devices most of us are un- 
happily familiar with through experiences in the dentist 
chair. Its purpose here is to aid in the removal of excess 
blood from the operative area, making the surgeon’s work 
more certain. 

The sterilizers, the cases for supplies, and numerous 
other devices, augur well for those unfortunate enough to 
need to use this department. Preparedness of a very con- 
structive kind is being offered here daily for the benefit 
of the citizens of Kenosha. 

The operating rooms are placed in a segregated wing 
to insure that isolation under which the best working 
conditions may be maintained for the surgeon, and hence 
for the patient. 

The remainder of the second and third floors is de- 
voted to patients’ care. In about the center of these floors 
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are the service rooms, needed for the patient’s bedside 
eare. The nurses’ station opens off the main corridor. 
Here is the medicine cabinet, a sink for the doctors to 
serub up between the examination of patients, and the 
desk for noting doctors’ instructions, and condition of 
patients. Here also is the office of the supervisor of the 
floor. A pilot light, which flares up the instant a patient 
presses a button calling for a nurse, is a quiet but very 
insistent reminder that a nurse is wanted. 
Nurses’ Stations, Serving Pantries, Etc. 

On one side of the nurses’ station is the serving 
pantry into which an electric dumb-waiter from the 
kitchen opens. It has its own gas stove, a sink, and a 
refrigerator mechanically cooled. On the other side is 
the utility room—the nurses’ workshop. Here are facili- 
ties for doing nearly all of the thousand and one things 
that must be done to care for the patients and keep them 
comfortable. Readily available, too, are linen and supply 
closets, and a special type of janitor’s closet designed to 
facilitate the use of mechanical scrubbing machines. 

A Quiet Corridor 

The corridors are impressive for a number of reasons. 
They are light and strangely quiet. The light is readily 
explained by the windows at the end of the corridors 
and light from the nurses’ station aleove. To anyone 
accustomed to the reverberation and noise of the typical 
hospital corridor, this one is startlingly quiet, due to the 
sound-absorbing material on the ceiling. This feature 
will prove a boon of immeasurable value to all the patients 
of the hospital for years to come. Unfortunately, it was 
possible to place this only in the second-floor corridor 
because the lack of funds did not permit its use on the 
third floor as well. That some benefactor of mankind will 
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appreciate the great benefit to the sick of absorbing the 
inevitable thunder-roll of corridor noises, and provide 
funds for the third-floor corridor, is the prayer of the 
Sisters. 

The doors to the rooms are unusually wide to pass 
beds, as well as stretchers, and they are of a new type, 
used here for the second time in the world. A panel at 
the top is hinged to swing down; another one at the bot- 
tom to swing up. These panels are of such a height that, 
when they are open, the room is perfectly screened from 
the passerby in the corridor, and yet cross ventilation is 
assured. 

The corridors are also equipped with night lights 
small lights set into the wall with reflectors to throw the 
light onto the floor. This will permit the overhead lights 
to be turned off late at night and yet have the corridor 
illuminated sufficiently to permit the nurse to do her work 
swiftly and surely. 

Unfortunately, carpets are not kept clean enough to 
be used in the hospital as they are in hotels. If they 
were, they would solve a host of problems of quiet. Foot- 
steps are hardly ever heard in the hotel corridor, but even 
rubber-soled shoes (required of nurses) are not so very 
quiet on hard floors. Hence, another bit of thoughtfulness 
for the patient—strips of rubber-tile floor in the center of 
the corridor. 





Bedside X-Ray 

To permit of bedside examination by means of the 
X-ray, special electrical connections are provided so that 
the often painful and trying trip of the patient to the 
X-ray department on the first floor may not be necessary. 

Most parts of the building that we have described are 
parts that the patient seldom sees—at most, but once or 
twice, sometimes never. Few people who enter the hos- 
pital realize that only from 20 per cent to 25 per cent of 
the space in the hospital is occupied by the patients’ rooms. 
The other 75 per cent to 80 per cent is seldom seen by 
either patient or visitor. It is scarcely ever given a 
thought, but yet it is the use to which these unseen spaces 
are devoted that distinguishes a hospital from a boarding 
house or a hotel. It is the use of such spaces—their pro- 
portion to the total area of the building—that marks the 
difference between one hospital and another and the dif- 
ferences in the services they render. The liberality with 
which the Sisters of St. Dominic have endowed this hos- 
pital with these unseen and often slighted facilities, prom- 
ises an era of unusual hospital service to the citizens of 
Kenosha. 
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Comfortable Patients’ Rooms 

But the patient will judge the hospital somewhat by 
the room he occupies and learns to know so intimately. 
There are eight beds in two-bed rooms, 32 beds in private 
rooms, and six rooms with bath, but the capacity may 
readily be expanded to 75 beds if the need arises. Each 
patient’s room is equipped with a special, built-in, metal 
locker for clothes, supplies, and utensils, and a lavatory. 
The lighting is by attractive electric brackets conveniently 
located and by overhead fixtures. Electric convenience 
plugs for examination lights, reading lamps, and fans 
are provided. <A night light similar to those in the cor- 
ridor is installed in convenient locations. These are con- 
trolled by switches in the corridor so that a nurse may 
turn on the night light without waking a patient through 
the click of the switch. These night lights provide suf- 
ficient light to enable the nurse to enter the room for 
minor services without annoying the patient by the turn- 
ing on of a bright light—two further indications of the 
thoughtfulness of the builders of the hospital so plenti- 
fully in evidence in a thousand ways throughout the 
hospital. 

The method of summoning a nurse to the bedside is 
interesting. A long cord is attached to an outlet in the 
wall at the head of the bed. When the patient pushes 
the button at the end of this cord, which is long enough 
so that it may always be within easy reach, a number of 
lights are turned on where they cannot escape the atten- 
tion of the nurses. One of these is over the door of the 
patient’s room, readily visible from any part of the corri- 
dor; another is at the nurses’ station; a third in the serv- 
ing pantry; and the fourth in the utility room. Rather 
difficult for the nurse to miss the call. The nurse must 
go to the bedside to extinguish the lights, for they cannot 
be turned off except there. Silent, persistent, and ever 
ready is this signal for attention. 

Mechanical Ventilation 

A further comfort for the patient is the ventilation. 
Every room is provided with large windows, but to insure 
that this hospital shall not be cursed with that peculiarly 
offensive hospital odor—a combination of ether, and ecab- 
bages, and worse—powerful fans exhaust air from the 
odor-producing areas, such as the kitchens, toilet rooms, 
ete. 

Sunrooms and Balconies 

Even the best of rooms, no matter how attractively 
they may be furnished and equipped, become tiresome if 
the illness is prolonged. For that happy day when a 
patient is able to be put into a wheel chair or may walk 
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ST. CATHARINE’S HOSPITAL, KENOSHA, WIS. 
Power House and Laundry 


about, there are solaria on each floor at the southeast cor- 
ner of the building. With exposures to the south, east, 
and west—a view toward the lake and one over the beau- 
tiful parklike grounds of the hospital—they will afford a 
pleasant surcease from the patient’s own room. They are 
freely furnished with attractive hangings at the windows 
and colorful furniture. 

The third floor has an added attraction for the con- 
valescent—a roof garden, open to the sky, where they 
may sun themselves freely. Some of the rooms have small 
balconies opening from them, as an added attraction. The 
basement is full of storerooms, locker rooms, ete., neces- 
sary for the convenience of a hospital like this. 

More Improvements Planned 

It must not be forgotten that this is the initial unit 
of a great development on this property. The photograph 
of the architects’ drawing gives an idea of its magnitude. 
The second step in this magnificent development has 
already been taken. Working drawings have been com- 
pleted for a new power house to be located northwest of 
the new hospital building. The starting of the work 
awaits only on assurances that the money will be avail- 
able. This is a very needed addition to the hospital which 
is now dependent on the old boilers in the present hospital 
building. 


The Sisters expect to start wrecking the four-story 
wood central building shortly after the new hospital is 
opened. But this building cannot be wrecked until a new 
power house is completed. 

The architects for the building were Schmidt, Gar- 
den, and Erikson of Chicago. 

The corner stone was laid September 25 of last year. 
The dedication, which took place on Sunday, May 20, 
makes the lapse of time from the corner-stone laying to 
occupancy, practically’ eight months—an unusual record 
for a building of this size and complexity of detail and 
finish. 

Third Building for St. Catharine’s 

The direction of the entire enterprise has, of course, 
come from the Sisters of St. Dominic, represented by that 
very able woman—Rey. Mother M. Catharine, O.S.D., pro- 
vincial in this country. 

This is the third hospital building that the Sisters 
have occupied in Kenosha. From the inception of this 
one they have been mindful of the fact that, while it will, 
doubtless, be often enlarged, yet it will continue as a hos- 
pital for many years and, perhaps, centuries to come. 
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THE GLORY OF SPRING BANK 

“The hospital Sisters of the United States and 
Canada receive a signal honor and recompense on earth 
from the hand of God.” 

In every hospital conducted by Sisters in the 
United States and Canada many and many a time in 
the past as all will bear witness has heaven bent to 
earth and blessed our devoted Sisters working day and 
night in our 750 hospitals. By their incessant prayers, 
nursing, and caring for the sick by night and by day, 
and because of their strength growing out of their great 
organization, they have been able to own and maintain 
a place called Spring Bank, which has become a sanc- 
tuary, a holy home for the Cistercian fathers and 
brothers of the Old World. The great St. Bernard of 
Clairveaux, their second founder and the preacher of 
the first crusade, has undoubtedly inspired and pro- 
moted from his heavenly home this second crusade in 
the New World for the promotion. of a holy cause in our 
beloved America. Perhaps never in the history of the 
world has just this kind of holy happening taken place. 
Here in Wisconsin, the land o’ lakes, where God’s natural 
beauty is unsurpassed on our continent, a group of holy 
women, the women of the Church, have prepared, per- 
haps unconsciously, but certainly with joy, and offered 
this garden spot gladly with their whole hearts, when, 
in God’s Providence, the time has come to give this 
beautiful place to a group of holy men, men of the 
Church who have just come to work out God’s designs 
from the Old World. 

God’s ways and designs go on throughout the years 
in secret and silent but irresistible achievement, and 
while we men and women of the New and of the Old 
World go on through labor and struggles not knowing 
whether our labors shall be crowned with success in high 
achievement, He, the Almighty God, smiling and plan- 
ning for our happiness, brings about a result which far 
surpasses anything we could dare hope, though we had 
always unfailingly prayed and labored for the best. We 
may have caught glimpses through the beauty of nature 
and in the silent inspiration of prayer some symbolic 
visions reflecting the Divine smile and hallowed pur- 
poses of a protecting Providence. We may have seen 
with dimmed eyes in rare moments of ecstatic joy the 
coming and the going of holy men and women as they 


marched down the shaded avenue to Spring Bank and 
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back again into the world to do the work of God. We 
may have been strengthened and encouraged through 
the long years of bitter struggle and disappointment, 
through strife and exhaustion, through seeming failure 
and delay of achievement, by kind words that come from 
sympathetic hearts, by a spiritual strength and sustain- 
ing ‘inspiration from the invisible but unmistakable in- 
fluences that reach into the depth of souls. But when a 
life is prolonged, when a soul is saved, when we have a 
tangible proof of human appreciation and generosity, 
our burdens are light and we go on cheerily in the dull 
struggle and the daily labors for the welfare of human- 
kind. So it has been at Spring Bank; we did not know 
whether our labors, our fatigue, our loneliness, in keep- 
ing it and preserving it for God’s higher purposes would 
end in neglect or failure or disaster; but God looked, 
and saw, and smiled, and planned for a happiness which 
has come to reward it all. Dim faith, obscure hope, 
struggling childlike love, while they made the struggles 
sweet in their bitterness, have strengthened, deepened, 
and made virile the faith and the hope and the love 
that ran through it all. Thus it is in your hospital 
work; thus it was at Spring Bank, and as the earthly, 
though Divine, reward comes and goes, so it would seem, 
the God of all, the Mother of all, the fathers, brothers, 
and sisters of all who labor for God, have wrought as 
the reward for many bitter years, a faith and a hope 
and a love that will last forever. There will be prayers 
day and night at Spring Bank which all of us who have 
in our own way and in our own measure helped to 
make Spring Bank the first home of the Cistercians in 
America, will share in. We cannot doubt that there will 
be many vocations from the young American men and 
women to this grand old Order of the Church; that 
there will be many conversions to faith in God, and 
love of Him, and of holy things, and we cannot help 
feeling sure that daily God and the whole court of 
heaven are looking down with benignant countenance 
and showering down blessings on this holy spot where 
so many Masses were said, so many prayers uttered, 
where God had given so many inspirations for the 
holy work of saving bodies and souls in the hospitals 
of our continent conducted by our Sisters. 

You, dear Sisters, who owned and cherished Spring 
Bank, will most certainly continue as inheritors of the 
countless blessings that will radiate throughout our con- 
tinent unto thousands of our hospitals and nursing 
toilers. 

A final word—the man who is the leader in this 
group comes from ancient Rome, the city which is the 
center of art and beauty, culture and piety; when he 
saw Spring Bank he loved it for its beauty; and as he 
walked in the scholastics’ garden, clad in his Order’s 
habit of white and black, he stopped and stood among 
the flowers and looked toward the westering sun, mir- 
rored in myriad hues of the gentle waters of the lake, 
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the birds twittering in the dark pines which envelope 
them for the night, and turning to his companion said 
these words, “O solitudo sancta! O pax beata!—Sweet 
solitude! O blessed peace! Sweet rest!; we have found 
our home.” No sound came from the busy world just 
five minutes walk away to the highway where thousands 
of people pass each day, pass the entrance, and who some 
day will turn into its gates and be refreshed at the 
shrines and altars which these brave, holy men will 
perpetuate and help to sanctify just as has been done 
by the holy women and Sisters of our hospitals.—C. 


B. M. 


THE WEAK HELP THE STRONG 
In this number there appears an article entitled 


” Tt is a simple state- 


“The Apostolate of Suffering. 
ment by one who has organized and is promoting the 
Apostolate, and by one who knows what it is to suffer, 
a very helpful and religious effort to put to the highest 
advantage, the highest usage, a waste product of poor 
human life. From the earliest days of Christianity and 
of the Church it has been known and believed that suf- 
fering and pain can be turned to a high spiritual pur- 
pose. We have heard of a gospel of pain, and yet 
perhaps, no one heretofore has thought of assembling 
the forces of our homes and our hospitals to make 
capital, a lasting capital, an eternal capital, for the sick 
and the weak and the strong out of sickness and suffer- 
ing. If there is a power from above, as we know there 
is, which can be used for every need here below, why 
should we not make an effort to help the sick and help- 
less, the crippled, and the dying save the well as well 
as save themselves; why should not these sick ones be- 
come the strength of the strong? The miraculous cures 
recorded in the New Testament and in the history of 
the Church that have made the lame to walk, have 
cured the dying, and have brought the dead to life, 
have they not brought in ancient and modern days strong 
men to their knees and filled them with the saving light 
of faith? 

Our hospital Sisters devote their lives to hinder 
sickness when possible, to help the helpless, the crippled, 
the dying; but have they learned the secret and used it 
in any systematic way of converting this great power 
of suffering into help for the living and dead, for all 
their patients who are willing to open, or have opened 
their eyes of faith to uses of this spiritual transformer 
brought so convincingly to mind by the Apostolate of 
Suffering. 

In the realm of electricity and radioactivity the 
transformation of energy is the marvel of our age. In 
the realm of religion, perhaps, we have been failing 
fully to realize and use the tremendous transforming 
power there is in the hospital for the conversion of the 
latent spiritual energy of the sick and suffering into 
inspiring and elevating influences for the mind and 


soul. Incidentally, medical psychology properly un- 
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derstood will recognize a therapeutic value in this deli- 
cate instrument for the transformation of pain into 
spiritual and mental comfort. 

There are many kinds and grades of weakness and 
of strength. The Catholic Hospital Association has in 
its institutional memberships great strength of num- 
bers, strength of achievement, and perhaps in the aggre- 
gate, a considerable financial strength. And yet, I dare 
say, they are in need of help from the weak, from those 
who are weak in numbers, who are as yet weak in 
achievement, and who likewise may be weak financially. 
It is, therefore, a worth-while reflection for our hospital 
Sisters to exchange some of their strength for the help 
they may get from the weak, from their patients, espe- 
cially from the holy members of their community, from 
the small numbers of willing workers who exist in nearly 
every locality. 

There has come to this country just recently a 


small group of holy Cistercian Fathers; they have in 


their financial weakness taken from the shoulders of 
the Catholic Hospital Association a financial burden 
which has been kept prepared, it would seem, for them 
under the auspices and with the help of the Catholic 
Hospital Association. These Cistercian Fathers are as 
yet few in numbers but we believe strong with the power 
of God, and through their intercession with Him capable 
of bringing great blessings on all those who have in 
any way helped to make it possible for them to estab- 
lish their first monastery on our continent. They are 
in need of encouragement; they are in need of prayers. 
With a very large European membership they can have 
thousands of Masses said for the sick in our hospitals. 
Why should not our Sisters make a very strong and 
concerted effort to get Masses from the sick in their 
hospitals and thus contribute to their own spiritual 
welfare and to the building up of a large and successful 
community of Cistercians in this country. 

St. Stephen, an English abbot of the eleventh cen- 
tury, was told by the Blessed Virgin that the Cistercian 
Order was pleasing to God and that they would spread 
over the whole earth. Perhaps in this twentieth cen- 
tury the coming to America of this small group of 
Cistercians is a fulfillment of 
Undoubtedly in quick succession there will be 


realization or a this 
promise. 
coming from almost every country in Europe, Cistercian 
Fathers, Brothers, and Sisters to help carry on the great 
work of evangelizing and civilizing, and of caring for 
the siek in this country. The Abbot General promises 
to bring as many Sisters as can be released from work 
in Europe to take up hospital work in this country, to 
be thoroughly trained and to be helpers in the highest 
kind of hospital service, to assist hospital sisterhoods in 
this country. Thus in helping them you can give, as 
strong ones, help to the weak, and in turn, the weak 
will contribute strength and inspiration and God’s bless- 
ing to the work of our hospitals in the United States 


C. B. M. 


and Canada. 











Hospitality in our Hospitals’ 


Sister M. Beatrice, Bethany, Antigonish, N. S. 


i. is clearly evident to a keen and professional group 
of workers such as are represented in this audience that, 
during the past few years, a great deal has been accom- 
plished in raising our Catholic hospitals to a higher level 
of standardization. The success of this progressive move- 
ment is the result of intelligent effort and hard work. 
However, with all our modern ways and means of devel- 
opment, we who are religious, should never lose sight of 
the fact that our hospitals are not merely workshops for 
the staff, nor hotels for the sick where science and efficiency 
are the only important factors, but houses where Chris- 
tians are seeing Christ in the person of His guests. 

Some one may ask, who are the guests of our hos- 
pitals? They are, first, the patient; second, the patient’s 
relatives; third, all those who come in contact with the 
hospital through business transactions, in person, by tele- 
phone, or by correspondence; fourth, those who come to 
visit the institution; fifth, those who come to visit us, 
in order that they may get a knowledge of our methods 
and to take away with them what will be useful. This 
latter class is generally composed of representatives from 
smaller hospitals remote from large medical centers. We 
all know that these are dependent to a great extent on 
our larger hospitals for improved methods and modern 
refinements in caring for the sick. Now, are these guests 
always received in the larger institutions with due con- 
sideration? In some eases they are, but in other cases 
they are not. 

Entertaining Our Guests 


Can it be possible that religious Sisters who have 
dedicated their lives to the service of Him Who said, “I 
was a Stranger and you took Me in” have lost the Cath- 
olic idea of hospitality? Of course they have not. But 
we fear that it is not always evident to the visitor that 
such an idea even exists in the minds of our hospital 
authorities. Very often the charity in our hospitals ap- 
pears to the guest to be quite cold. There have been many 
complaints, which cast serious reflection on Catholic in- 
stitutions from the different classes of visitors mentioned 
above, about the coldness, unsociableness, and aloofness 
met with in our hospitals. Perhaps much of this is un- 
noticed by those who may be at fault, and the purpose of 
this article is to bring the facts into prominence and to 
suggest a remedy. 

It is essential to the real success of our Catholic 
institutions that the subject of hospitality be given serious 
consideration. Most of us are aware that there is room 
for improvement in the relations between the guests 
already mentioned and the personnel of hospitals. But 
many of us are not aware of the great lack of hospitality 
which is apparent to them. 

It is almost impossible to imagine a so-called hospital 
which would be a strictly business concern, where people 
received a certain amount of scientific treatment and 
where no attention was paid to the feelings and suscepti- 
bilities of human nature. In such an institution those 
in charge would probably feel that their scientific ardor 
and preoccupation with the wider interests of the com- 
munity justified their minimum of courtesy. This hos- 
pital would be regulated very much like a machine, but 
would surely not be Christlike. 

The Divine Healer always took human nature into 
consideration and His charity was not of the mechanical 





1Read at the convention of the Maritime Conference of the 
Catholic Hospital Association, held at Charlottetown, Prince 
Edward Island, June 20-22, 1928. 


type. The example we have taken is rather extreme and 
we feel sure that it is not a true description of the larger 
number of our Catholic hospitals, but it is not too much 
exaggerated to describe some of them at least as they 
appear to the visitors. First impressions are lasting and 
their effects, if we could trace them, may be very great 
indeed. If Catholic hospitals are to acquire and maintain 
a desirable reputation with people both inside and outside 
the Church, surely one of the best means of breaking 
down prejudice is courteous and kind consideration. From 
this point of view, can we afford to be discourteous? This 
is an age when all organizations find that they must ad- 
vertise. Can we afford to give the impression, even un- 
consciously, that we do not desire to show true politeness? 
Of course, we do not want publicity agents to shout from 
our housetops the little good we may be doing; but we 
might Jet our hospitality do our advertising and actions 
do speak louder than words. Our activities in the cause 


_of Christ cannot be altogether hidden. 


Looking for the cause of this defect, we find that in 
most hospitals, each Sister has a duty or duties which 
so fill her day that very little of her time can be given to 
being sociable. If she does give some of her moments 
to this sort of charity, they must be compensated for at 
great inconvenience. One can readily understand, too, 
that it would be extremely difficult to show cordiality on 
all occasions, for example, on the last day of the week 
which has been excessively heavy and on which numerous 
demands have been made on an already overworked body. 
Again, the cause may be reserve, modesty, or love of retire- 


ment. Commendable virtues, but may they not be mis- 
placed in this case? They may prove detrimental to our 
cause. 


Duties of the Hostess 

Now, we are going to suggest a practical attempt at 
creating a cordial, homelike, Catholic atmosphere in our 
hospitals. As we have a Sister in charge of other depart- 
ments of the hospital, could we not also have one to act 
as hostess? This duty should not fall to the Superior 
any more than that of the operating room or record de- 
partment. She has too many responsibilities to give a 
great deal of detailed attention to one particular part. 
But, just as we have an experienced Sister in charge of 
each of the other sections of the institution, so also should 
we have one at this duty. Preferable, of course, we should 
choose one with an aptitude for the work. Some of the 
necessary qualities would be tact, personality, and a thor- 
ough knowledge of every department. 

This Sister’s work, then, is to see that all who come 
in contact with the hospital shall be received in a cordial 
manner. It shall be her duty to instil in the minds of 
the porter, the orderlies, the telephone operators, the per- 
son at the inquiry office, the elevator operator, that they 
all belong to and are important members of the hospitality 
committee. “Welcome” should be perceptible at the 
threshold. Again, the student nurses form a large per- 
centage of the hospital personnel, and no doubt three 
quarters of the hospital’s cordiality depends on the im- 
pression made by the nurses. Therefore, it should be this 
Sister’s duty to see that the nurses realize that precision 
in the rules of common courtesy and hospital etiquette 
are just as essential as, for instance, good technic in the 
operating room. 

This Sister shall make daily rounds of the wards. 
She shall be accompanied by the Sister in charge, who 
shall be ready to answer all questions concerning the 
patient’s condition. Also by making rounds and speaking 
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a word of cheer here and there, she makes the patients the reception room, and made to feel that it has been a 
feel that they are not merely cases, but that others besides pleasure to have had the opportunity of showing them 
those who come directly in contact with them are inter- the institution. Thus, the visitors will feel that they are 
ested. It is quite natural that we should like to feel, glad to have called. The hostess may find it difficult to 
particularly when we are sick, that others are interested see all visitors personally and to take them on tours her- 
in us. She will also be prepared to meet the relatives of self, but it should be her privilege to select from the staff, 
the patient, whose anxiety sometimes makes them behave or from the school of nursing, such as will be best suited 
in a very trying manner, and make them feel that every- to help her in her work. 
body is concerned about the patient. Speak a word of In hospitals whose social-service system has not 
cheer and establish a kindly relationship between the hos- reached a very high state of organization, this Sister 
pital and its clientele. If this method is followed, per- might form a link between the social worker and the hos- 
haps patients will not be so anxiously awaiting their dis- pital, for hospital problems are social as well as medical. 
charge from the institution. In her work she would meet many of these and she might 
However, welcoming the patients and the relatives arrange to have others whose assistance would be useful 
shall not be the only duty of our hostess. Oh, no! The to come and visit the hospital. 
greater part of the time shall be spent welcoming the With a little cooperation of this kind, there is no 
visitors to the hospital. If visitors want to spend some eason why our hospitals should not represent the truly 
time visiting a hospital they have a reason for so doing, (Catholic idea of hospitality by the cordial and sincere 
particularly in this age, when people seem to be so pressed welcome extended, the kindly attitude shown, and the 
for time. The hostess shall tactfully discover why they homelike atmosphere created for all those who come to 
desire to visit the hospital. To those of the profession, yr institutions. 
who perhaps have come to get new ideas, she shall give Above all, it is a most desirable feature of our hos- 
special attention. In all canes the visitor shall be given pitals that Sisters of other communities might be received 
a complete tour of the hospital. The Sister in charge with great kindness and charity. We are all children of 
of each department shall greet the visitors as they are our one great Father in heaven, devoting and consecrating 
presented by the hostess and shall show all there is of our lives to Him for one great purpose and carrying on 
interest in her department, in general or detail, according His work under all kinds of difficulties. There may be 
as her guest shows interest in the work. In cases where some difference in the history and traditions of our re- 
the guests have manifested a special desire to be shown spective Congregations, in the humble garb we wear, in 
particularly a certain department, the supervisor of that the size, capacity, and equipment of the institutions 
department should be informed of the matter and go into wherein we labor, and many other differences, but we are 
a minute, detailed description of the management and all traveling the same way—the royal way of the Cross, 
work done in her special department. After a complete which will bring us safely to our Father’s house, where 
tour the guests shall be accompanied by the hostess to we hope to merit His hospitality for all eternity. 





8TH CENTENARY OF CISTERCIAN MONKS IN ENGLAND, FAVERSHAM, ENG. 
To celebrate the 800th anniversary of the landing of the Cistercianmonks in England, Cardinal Bourne, shown in the picture, celebrated 


Mass in the ruins of Waverly Abbey, Faversham. 
In 1128, twelve Cistercian monks, led by their abbot, bishop of Winchester, came to Waverly and established the first monastery of their 


order in England. Kings of England often visited these monks. —Courtesy, N. C. W. C. News Service and International Illustrated News. 








Hospital Mentality’ 


Rev. John R. MacDonald, P.P., Georgeville, Nova Scotia 


My first duty is to define the terms of the subject 
allotted to me. “Mentality” means a mental outlook, a 
cast or habit of mind, a frame of mind, a psychology. 
It determines one’s attitude toward the problems that 
arise in one’s own life, in institutional life, in community 
life, insofar as it falls to one’s lot to deal with these. 
There is, for example, youthful mentality and the men- 
tality of advancing age. There is the pessimistic men- 
tality, which is dark, cheerless, and hopeless, and there is 
the optimistic mentality, which is bright, cheerful and 
hopeful. There are the ultraconservative mentality, 
which regards everything new with suspicion; the radical 
mentality, which disregards all precedent and chafes 
under the restraint of established laws and customs; and, 
finally, the reasonably, prudently progressive mentality, 
which is the golden mean between the ultraconservative 
and the radical. 

The word “hospital” in the title means the collection 
of individuals making up the staff of hospital workers. 
The collective mentality is the prevailing frame of mind 
or outlook and this determines the policy of the institu- 
tion. Individual characters cannot be molded exactly 
alike, nor would this be desirable even if it were possible. 
Uniformity is not necessarily unity and there may be 
harmony of the whole with diversity in the individuals 
constituting the whole. There is a basic characteristic, 
however, that should be common to all hospital workers, 
which will render possible a common outlook, common 
ideals and a united, enlightened policy; while at the same 
time, encouraging individual efficiency, initiative, and 
resourcefulness. This basic characteristic is the interior 
spirit animating everyone connected with the institution. 
It is of more importance than fine buildings and up-to- 
date equipment, for it is the soul of hospital work. 

Middle-Aged Hearts 

Father Charles Plater, S.J., regards 40 as the age 
when the youthful, optimistic, reasonably progressive 
mentality is apt to be replaced by the ultraconservative, 
pessimistic mentality of advancing age, although he takes 
sare to point out that mentality is not a mere matter 
of years. He says: “Now, in case there should be any 
here who are approaching or have actually entered the 
danger zone of the forties, let me hasten to assure them 
that the ‘dangerous age’ is not a mere matter of years, 
but a frame of mind. It is not inevitable. Just as a 
man may be a cynic and a pessimist at 21, so a man may 
be a youth and an optimist at 50. It’s largely a matter 
of will. We cannot avoid middle age, but we can avoid 
the middle-aged heart. We can resolve to keep fresh. the 
generosity and hopefulness of youth. ‘What is a great 
life? asks a French writer. ‘A great life is a thought 
of youth carried out in mature years.’ The Saints of 
God all escaped the dangerous age. St. Vincent de Paul 
at 80 had the hopefulness of 21. Why he only started his 
lifework at 50. People with strong faith are least likely 
to develop middle-aged hearts. So I may assume with 
much probability that none of my audience have reached 
the dangerous age, and that none of them ever will.” 

Hospital Service is Charity 

In Ontario, the government reports include hospitals 
under the general heading, “Prisons and Charities.” The 
superintendent of hospitals in that province supervises all 
charitable institutions as well as places of detention. I 
mention this because of an address delivered last year at 
the annual meeting of the Ontario Hospital Association, 
1Address delivered at the convention of the Maritime Con- 


ference of the Catholic Hospital Association, held at Charlotte 
town, Prince Edward Island, June 20-22, 1928. 


in which the speaker objected to the classing of hospitals 
as “charities.” He said: “The public has come to look 
on hospitals not as ‘charities,’ but as institutions for the 
advancement of health, with facilities for better diagnosis, 
treatment, and prevention of disease, serving every class 
in the community. While the hospitals are proud of their 
charitable work, this is but one feature of a many-sided 
organization. Hospitals figure largely in their educa- 
tional capacity. Should they not more logically 
function under the broader departments of health and 
education ?” 

There may be something incongruous from one point 
of view, in associating hospitals with prisons, but no 
broader term, nor more suitable term, can be found to de- 
scribe the combined phases of hospital work than the word 
charity. It is essential, to correct hospital mentality, that 
hospital workers have some insight into the length and 
breadth, and height and depth of true charity, for the 
spirit of charity is the basic characteristic to which refer- 
ence has been made. Father Garesché, S.J., in one of 
his many helpful articles in Hosprrat Procress, urges the 
necessity of dwelling on the inspirational side of hospital 
practice. The inspiration must come from a correct con- 
ception of charity, and especially of charity as it affects 
our relations one with another. Not that this is a differ- 
ent charity from our charity toward God, but because the 
love of our neighbor is the love of God at work. 

Christian Charity 

The essential features of this charity are briefly re- 
viewed: 

1. Only within the Church is the idea of perfect 
charity found. The members of the Church are united 
in a society. Something holds them together. It is not 
government, nor discipline, nor authority. These help 
to preserve external unity, which, as Cardinal Manning 
affirms, is the result of an inward unity. “No external 
unity,” he says, “could exist—or, if it, for a time could 
be put together, would endure—unless it spring from an 
internal unity, which is itself imperishable.” This in- 
ternal unity is the union of the minds and hearts of the 
Church’s members. And what is it that brings about this 
internal unity? Faith and hope do their share in the 
Church militant, but if the vitally essential unitive force 
is to be determined, the Church as a whole must be viewed. 
In heaven, faith is replaced by sight, and hope gives way 
to actual possession. Only charity remains in the Church 
triumphant and, therefore, in the Church militant also, 
charity must be, primarily and before all other spiritual 
forces, the effective bond of union. 

2. This bond of union establishes a family relation- 
ship. We are “domestics of God,” fellow members in 
God’s family. We are animated by what St. Paul calls 
“the charity of brotherhood.” 

3. This relationship implies active helpfulness 
toward one another. Charity gives the capacity and the 
readiness to serve. St. Paul’s epistles contain many 
phrases illustrative of this. For instance: “By charity, 
serve one another.” “Bear ye one anotheor’s burdens.” 
“Support one another in charity.” “Communicating to 
the necessities of the saints. Pursuing hospitality.” 

4. While beginning within the Church, and having 
therein its highest development, charity embraces all men. 
Those outside the true fold of Christ either belong to the 
soul: of the Church or are prospective members. There- 
fore, the family spirit is enlarged to include all humanity. 
“May the Lord multiply you,” says St. Paul, “and make 
you abound in charity toward one another and toward 
all men.” As Dr. John M. Cooper, D.D., of the Catholic 
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University of America, puts it: “The Christian religion 
widens our moral horizon, by lifting us out of our narrow 
selves and narrow selfishness into a living partnership that 
embraces all humanity.” 

5. The service of others, which is the expression of 
charity, is not restricted to spiritual assistance. All co- 
operation, which is mutually beneficial, and is animated 
by the love of God, is charity; and this is true whether 
the cooperation is in spiritual or material matters, and 
whether for remedial or constructive purposes. “Coopera- 
tion,” said Father P. J. Gannon, S.J., in a recent address 
to the Irish Guild of Catholic Nurses, “is becoming more 
and more the law of life; and solidarity is the secret of 
any community’s strength.” What the speaker at the 
meeting of the Ontario Hospital Association lost sight of, 
and what all Catholics should realize, is that community 
service, service through one’s profession or business, 
patriotic service, service through educational institutions, 
service through research work in any line of human en- 
deavor, may be forms of charity just as much as giving 
alms to the poor or personally caring for the sick. There- 
fore, whether hospital work is considered as the service of 
the suffering patient, or as a patriotic service to the 
hospital constituency or to the nation; or whether the 
hospital is considered as a center of social service, of 
health education, or of medical specialization and research 
work, it is the field of charity that is being cultivated, 
and all these various activities, as manifestations of 
charity, bestow upon the workers the supernatural merit 
of charity. This is the Catholic mentality, the mentality 
one expects to find in Catholic hospitals. 


Cooperation is Necessary 

This annual conference of the Catholic Hospital Asso- 
ciation is mutually helpful. Those in attendance are 
actuated by the highest spiritual motives. Therefore, it 
is a meritorious expression of charity. “Time was,” 
writes Sister M. Constance, of St. Anthony’s Hospital, St. 
Louis, “when we were struggling along as little obscure 
units, caring little of what was going on in other hospitals, 
not under our particular community, and perhaps even 
afraid to meet. representatives of other institutions.” 
“But now,” she adds, “we are glad to exchange our ex- 
periences and to learn one another’s methods, and even 
to admit, if necessary, our shortcomings. As a result, 
there is genuine improvement all along the line—a new 
spirit of joy, of zeal, of fervor in our blessed work.” In 
other words, the charity of brotherhood, of fellowship, has 
created a new mentality and inspired a progressive spirit 
and a forward policy. 

Nothing is more fatal to the well-being and progress 
of any institution than the failure of its staff of workers 
to act corporately and cooperatively. Friction, antago- 
nism, carping criticism are products of the individualistic 
spirit, Charity alone will create a desirable esprit de 
corps. Each hospital worker, animated by charity, 
whether her duty be in the office, the record room, the 
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pharmacy, the operating room, the domestic department, 
or the wards of the hospital, is not isolated in her work. 
The spirit of charity makes her a part of a smooth-work- 
ing, living organization, in which individual and collec- 
tive efficiency are the result of a supernatural cast of 
mind and of motives supernaturalized by love of others 
for God’s sake. She puts self-interest aside and works 
in harmony with others for a noble cause. She has an 
earnest interest in the welfare of the hospital as a whole 
and in the welfare of each department. 

Consequent to this broad interest, the hospital worker 
is disposed to be helpful as circumstances require and 
permit. This helpfulness does not mean interference, 
nor officiousness, but is regulated by that good judgment 
without which no one should be on a hospital staff. More- 
over, she will have an open mind to constructive sug- 
gestions in regard to her own work and she will have that 
courage and fearlessness of duty which will enable her 
to give a straightforward opinion at staff meetings for 
the promotion of the common good. 

Technic a Means to an End 

It must be borne in mind that the technic of hospital 
administration and the technic of professional service are 
only means to an end. The end is the welfare of the 
patient and of human society of which the patient is a 
member. There is danger, as Dr. Richard C. Cabot points 
out in his book, “Social Service and the Art of Healing,” 
of regarding patients almost as disembodied diseases. He 
describes arriving at the hospital one morning and asking 
his assistant: “What is there in the waiting room to- 
day?’ And the assistant’s answer: “There’s a couple of 
good hearts, a big liver with jaundice, a floating kidney, 
three pernicious anaemias, and a flat foot.” The Catholic 
hospital worker, with a frame of mind based on and 
cultivated by charity, ought not to be subject to this 
danger. For her the patient is a member of the human 
family, God’s family; he is a child of God, a brother of 
Jesus Christ. This view of the patient enables her to 
avoid, on the one hand, the cold, professional formality 
that is apt to come from familiarity with suffering and 
disease, and, on the other hand, excesses of natural sym- 
pathy and affection. Then, too, she is less in danger than 
others of being influenced by social caste, or by natural 
attractiveness or natural repulsiveness. 

Value of Social Service 

The patient is not fully understood, nor his 
fully appreciated unless, in addition to the technical and 
biological factors in disease, there are considered and 
studied the various forces that have affected the patient’s 
life—hereditary, environmental, economic, social forces. 
One or more of these may have predisposed or contributed 
to the patient’s present condition. A realization of this 
fact has led to the social-service activities now connected 
with many hospitals. The hospital’s objective is not only 
to alleviate the pain and suffering of the individual; it 
is also to-restore him to his proper place in the social 
fabric. 
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Hospital Mentality’ 


Rev. John R. MacDonald, P.P., Georgeville, Nova Scotia 


My first duty is to define the terms of the subject 
allotted to me. “Mentality” means a mental outiook, a 
vast or habit of mind, a frame of mind, a psychology. 
It determines one’s attitude toward the problems that 
arise in one’s own life, in institutional life, in community 
life, insofar as it falls to one’s lot to deal with these. 
There is, for example, youthful mentality and the men- 
tality of advancing age. There is the pessimistic men- 
tality, which is dark, cheerless, and hopeless, and there is 
the optimistic mentality, which is bright, cheerful and 
hopeful. There are the ultraconservative mentality, 
which regards everything new with suspicion; the radical 
mentality, which disregards all precedent and chafes 
under the restraint of established laws and customs; and, 
finally, the reasonably, prudently progressive mentality, 
which is the golden mean between the ultraconservative 
and the radical. 

The word “hospital” in the title means the collection 
of individuals making up the staff of hospital workers. 
The collective mentality is the prevailing frame of mind 
or outlook and this determines the policy of the institu- 
tion. Individual characters cannot be molded exactly 
alike, nor would this be desirable even if it were possible. 
Uniformity is not necessarily unity and there may be 
harmony of the whole with diversity in the individuals 
constituting the whole. There is a basic characteristic, 
however, that should be common to all hospital workers, 
which will render possible a common outlook, common 
ideals and a united, enlightened policy; while at the same 
time, encouraging individual efficiency, initiative, and 
resourcefulness. This basic characteristic is the interior 
spirit animating everyone connected with the institution. 
It is of more importance than fine buildings and up-to- 
date equipment, for it is the soul of hospital work. 

Middle-Aged Hearts 

Father Charles Plater, S.J., regards 40 as the age 
when the youthful, optimistic, reasonably progressive 
mentality is apt to be replaced by the ultraconservative, 
pessimistic mentality of advancing age, although he takes 
care to point out that mentality is not a mere matter 
of years. He says: “Now, in case there should be any 
here who are approaching or have actually entered the 
danger zone of the forties, let me hasten to assure them 
that the ‘dangerous age’ is not a mere matter of years, 
but a frame of mind. It is not inevitable. Just as a 
man may be a cynic and a pessimist at 21, so a man may 
be a youth and an optimist at 50. It’s largely a matter 
of will. We cannot avoid middle age, but we can avoid 
the middle-aged heart. We can resolve to keep fresh. the 
generosity and hopefulness of youth. ‘What is a great 
life? asks a French writer. ‘A great life is a thought 
of youth carried out in mature years.’ The Saints of 
God all escaped the dangerous age. St. Vincent de Paul 
at 80 had the hopefulness of 21. Why he only started his 
lifework at 50. People with strong faith are least likely 
to develop middle-aged hearts. So I may assume with 
much probability that none of my audience have reached 
the dangerous age, and that none of them ever will.” 

Hospital Service is Charity 

In Ontario, the government reports include hospitals 
under the general heading, “Prisons and Charities.” The 
superintendent of hospitals in that province supervises all 
charitable institutions as well as places of detention. I 
mention this because of an address delivered last year at 
the annual meeting of the Ontario Hospital Association, 
1Address delivered at the convention of the Maritime Con- 


ference of the Catholic Hospital Association, held at Charlotte- 
town, Prince Edward Island, June 20-22, 1928. 


in which the speaker objected to the classing of hospitals 
as “charities.” He said: “The public has come to look 
on hospitals not as ‘charities,’ but as institutions for the 
advancement of health, with facilities for better diagnosis, 
treatment, and prevention of disease, serving every class 
in the community. While the hospitals are proud of their 
charitable work, this is but one feature of a many-sided 
organization. Hospitals figure largely in their educa- 
tional capacity. Should they not more logically 
function under the broader departments of health and 
education ?” 

There may be something incongruous from one point 
of view, in associating hospitals with prisons, but no 
broader term, nor more suitable term, can be found to de- 
scribe the combined phases of hospital work than the word 
charity. It is essential, to correct hospital mentality, that 
hospital workers have some insight into the length and 
breadth, and height and depth of true charity, for the 
spirit of charity is the basic characteristic to which refer- 
ence has been made. Father Garesché, S.J., in one of 
his many helpful articles in Hosprrat Procress, urges the 
necessity of dwelling on the inspirational side of hospital 
practice. The inspiration must come from a correct con- 
ception of charity, and especially of charity as it affects 
our relations one with another. Not that this is a differ- 
ent charity from our charity toward God, but because the 
love of our neighbor is the love of God at work. 

Christian Charity 

The essential features of this charity are briefly re- 
viewed: 

1. Only within the Church is the idea of perfect 
charity found. The members of the Church are united 
in a society. Something holds them together. It is not 
government, nor discipline, nor authority. These help 
to preserve external unity, which, as Cardinal Manning 
affirms, is the result of an inward unity. “No external 
unity,” he says, “could exist—or, if it, for a time could 
be put together, would endure—unless it spring from an 
internal unity, which is itself imperishable.” This in- 
ternal unity is the union of the minds and hearts of the 
Church’s members. And what is it that brings about this 
internal unity? Faith and hope do their share in the 
Church militant, but if the vitally essential unitive force 
is to be determined, the Church as a whole must be viewed. 
In heaven, faith is replaced by sight, and hope gives way 
to actual possession. Only charity remains in the Church 
triumphant and, therefore, in the Church militant also, 
charity must be, primarily and before all other spiritual 
forces, the effective bond of union. 

2. This bond of union establishes a family relation- 
ship. We are “domestics of God,” fellow members in 
God’s family. We are animated by what St. Paul calls 
“the charity of brotherhood.” 

3. This relationship implies active helpfulness 
toward one another. Charity gives the capacity and the 
readiness to serve. St. Paul’s epistles contain many 
phrases illustrative of this. For instance: “By charity, 
serve one another.” “Bear ye one another’s burdens.” 
“Support one another in charity.” “Communicating to 
the necessities of the saints. Pursuing hospitality.” 

4. While beginning within the Church, and having 
therein its highest development, charity embraces all men. 
Those outside the true fold of Christ either belong to the 
soul: of the Church or are prospective members. There- 
fore, the family spirit is enlarged to include all humanity. 
“May the Lord multiply you,” says St. Paul, “and make 
you abound in charity toward one another and toward 
all men.” As Dr. John M. Cooper, D.D., of the Catholic 
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University of America, puts it: “The Christian religion 
widens our moral horizon, by lifting us out of our narrow 
selves and narrow selfishness into a living partnership that 
embraces all humanity.” 

5. The service of others, which is the expression of 
charity, is not restricted to spiritual assistance. All co- 
operation, which is mutually beneficial, and is animated 
by the love of God, is charity; and this is true whether 
the cooperation is in spiritual or material matters, and 
whether for remedial or constructive purposes. “Coopera- 
tion,” said Father P. J. Gannon, S.J., in a recent address 
to the Irish Guild of Catholic Nurses, “is becoming more 
and more the law of life; and solidarity is the secret of 
any community’s strength.” What the speaker at the 
meeting of the Ontario Hospital Association lost sight of, 
and what all Catholics should realize, is that community 
service, service through one’s profession or business, 
patriotic service, service through educational institutions, 
service through research work in any line of human en- 
deavor, may be forms of charity just as much as giving 
alms te the poor or personally caring for the sick. There- 
fore, whether hospital work is considered as the service of 
the suffering patient, or as a patriotic service to the 
hospital constituency or to the nation; or whether the 
hospital is considered as a center of social service, of 
health education, or of medical specialization and research 
work, it is the field of charity that is being cultivated, 
and all these various activities, as manifestations of 
charity, bestow upon the workers the supernatural merit 
of charity. This is the Catholic mentality, the mentality 
one expects to find in Catholic hospitals. 


Cooperation is Necessary 

This annual conference of the Catholic Hospital Asso- 
ciation is mutually helpful. Those in attendance are 
actuated by the highest spiritual motives. Therefore, it 
is a meritorious expression of charity. “Time was,” 
writes Sister M. Constance, of St. Anthony’s Hospital, St. 
Louis, “when we were struggling along as little obscure 
units, caring little of what was going on in other hospitals, 
not under our particular community, and perhaps even 
afraid to meet. representatives of other institutions.” 
“But now,” she adds, “we are glad to exchange our ex- 
periences and to learn one another’s methods, and even 
to admit, if necessary, our shortcomings. As a result, 
there is genuine improvement all along the line—a new 
spirit of joy, of zeal, of fervor in our blessed work.” In 
other words, the charity of brotherhood, of fellowship, has 
created a new mentality and inspired a progressive spirit 
and a forward policy. 

Nothing is more fatal to the well-being and progress 
of any institution than the failure of its staff of workers 
to act corporately and cooperatively. Friction, antago- 
nism, carping criticism are products of the individualistic 
spirit. Charity alone will create a desirable esprit de 
corps. Each hospital worker, animated by charity, 
whether her duty be in the office, the record room, the 
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pharmacy, the operating room, the domestic department, 
or the wards of the hospital, is not isolated in her work. 
The spirit of charity makes her a part of a smooth-work- 
ing, living organization, in which individual and collec- 
tive efficiency are the result of a supernatural cast of 
mind and of motives supernaturalized by love of others 
for God’s sake. She puts self-interest aside and works 
in harmony with others for a noble cause. She has an 
earnest interest in the welfare of the hospital as a whole 
and in the welfare of each department. 

Consequent to this broad interest, the hospital worker 
is disposed to be helpful as circumstances require and 
permit. This helpfulness does not mean interference, 
nor officiousness, but is regulated by that good judgment 
without which no one should be on a hospital staff. More- 
over, she will have an open mind to constructive sug- 
gestions in regard to her own work and she will have that 
courage and fearlessness of duty which will enable her 
to give a straightforward opinion at staff meetings for 
the promotion of the common good. 

Technic a Means to an End 

It must be borne in mind that the technic of hospital 
administration and the technic of professional service are 
only means to an end. The end is the welfare of the 
patient and of human society of which the patient is a 
member. There is danger, as Dr. Richard C. Cabot points 
out in his book, “Social Service and the Art of Healing,” 
of regarding patients almost as disembodied diseases. He 
describes arriving at the hospital one morning and asking 
“What is there in the waiting room to- 
“There’s a couple of 


his assistant: 
day?’ And the assistant’s answer: 
good hearts, a big liver with jaundice, a floating kidney, 
three pernicious anaemias, and a flat foot.” The Catholic 
hospital worker, with a frame of mind based on and 
cultivated by charity, ought not to be subject to this 
danger. For her the patient is a member of the human 
family, God’s family; he is a child of God, a brother of 
Jesus Christ. This view of the patient enables her to 
avoid, on the one hand, the cold, professional formality 
that is apt to come from familiarity with suffering and 
disease, and, on the other hand, excesses of natural sym- 
pathy and affection. Then, too, she is less in danger than 
others of being influenced by social caste, or by natural 
attractiveness or natural repulsiveness. 
Value of Social Service 

The patient is not fully understood, nor his case 
fully appreciated unless, in addition to the technical and 
biological factors in disease, there are considered and 
studied the various forces that have affected the patient’s 
life—hereditary, environmental, economic, social forces. 
One or more of these may have predisposed or contributed 
to the patient’s present condition. A realization of this 
fact has led to the social-service activities now connected 
with many hospitals. The hospital’s objective is not only 
to alleviate the pain and suffering of the individual; it 
is also to-restore him to his proper place in the social 
fabric. 
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CLASS OF 1928, MARY’S HELP HOSPITAL 
SAN FRANCISCO, CALIF. 

Social workers primarily have been responsible for 
such movements as the antituberculosis crusade, the pure- 
milk crusade, the pure-food laws, better housing condi- 
tions, public-health work, and regulation of woman and 
child labor in industry. The field of social service is 
practically untouched in the Maritime provinces and the 
charity of brotherhood .requires that our hospitals give 
it earnest and intelligent consideration. The opportunity 
of social service is also an obligation. All about are the 
poor, the ignorant, the poorly housed, the socially unfit, 
and the socially unfortunate. If each diocese in the Mari- 
time provinces had a director of charities who would co- 
ordinate the efforts of our hospitals with those of other 
charitable agencies, an enormous improvement could be 
effected in family and social life, from the viewpoint of 
religion, as well as of physical health and general living 
conditions, 

Much can be done, even within the hospital, to im- 
prove the intellectual and spiritual life of patients ad- 
mitted for treatment. St. Mary’s Hospital, Duluth, and 
perhaps others, has a Sister devoting her whole time to 
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the work of supplying suitable reading matter to patients. 
Even from a medical standpoint, the education and occu- 
pation of the mind, and peace of soul, are valuable as 
curative agencies. 

Nursing is a Vocation 

The example of charity set by hospital Sisters, their 
spirit of loyalty, of helpfulness and of broad interest, will 
be contagious in the hospital school of nursing, and will 
be the surest guarantee of the correct conduct of the lay 
nurse both on and off duty. Charity promotes mutual 
understanding and mutual cooperation. Cooperation is 
never the result of force. Commands and discipline are 
necessary, but more is often obtained by suggestion and 
kindly direction. The lay nurse, who has to be driven, 
should be sent to some other work where she will have 
a better chance of happiness and success. The students 
in the school of nursing sometimes have ideas that would 
improve the tone and service of the hospital, but they are 
afraid to express them, and they are not always encour- 
aged to do so. 

The nurses’ Sodality ought to be a real fellowship 
club and also an agency for promoting hospital welfare. 
Topics of live professional interest should be discussed 
at every meeting and a free exchange of views encour- 
aged. Then the nurses will look forward to these gather- 
ings. It is, of course, much easier in this as in other 
matters to force exterior conformity to a rule than to 
develop interior appreciation and voluntary participation. 
But it should be borne in mind that character formation 
—and a chief object of the school of nursing is to train 
in professional character—is never accomplished by a 
system which gives undue prominence to compulsory 
regulations. 

From time to time the hospital Sisters should join 
the lay nurses in their discussions on matters of common 
interest. It would, I think, be a splendid thing if repre- 
sentatives of the guilds of Catholic nurses in the Mari- 
time provinces would gather in annual conference in con- 
junction with the Sisters’ conference of the Catholie 
Hospital Association. 
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Hospital Collections’ 


Sister M. Irene, St. Mary’s Infirmary, St. Louis, Mo. 


‘ie is one branch of hospital administration in which 
Catholic hospitals have been, and in too many cases still 
are out of step with the times. Laboring under the mis- 
taken idea that to demand a week’s pay in advance or 
even to press for payment of a bill long overdue, is to 
exhibit a heartless and mercenary spirit, many hospitals 
though crowded to capacity are, at varying intervals, 
forced to appeal to the public for funds to cover deficits 
which would not exist if their financial affairs were 
handled with the same meticulous regard for modern 
efficiency that is displayed in the management of all other 
departments. The mere fact that a hospital is conducted 
by a religious order does not imply a moral obligation to 
render free service to those who are able to pay. On the 
contrary, failure to collect from those who are financially 
responsible necessarily curtails the amount of free ser- 
vice that can be rendered to the needy and, in a measure, 
defeats the primary object of the institution. Every 
hospital has certain fixed expenses that must be met; and 
since no revenue is derived from charity patients, it is 
obvious that financial difficulties can be averted only 
through prompt collection from those who are able to 
pay for the service rendered. 

On September 1, 1927, our hospital carried on its 
books almost $40,000 in uncollected amounts accumulated 
in three years at an average of $1,111.11 per month. 
On. April 1, 1928, seven months later, additional amounts 
totaled $2,900, an average of only $414.30 per month, 
showing a reduction of more than 63 per cent—and most 
of this has since been collected. 

How were we able to accomplish this seemingly 
impossible feat? To answer the question satisfactorily 
it is necessary to go back almost four years and give 
you a glimpse of the conditions exisiting when our new 
St. Mary’s Hospital was opened. At that time, in com- 
mon with many other sizable Catholic hospitals, we 
devoted our time and energies almost wholly to the cure 
of our patients and allowed the business office to take 
care of itself. Our one thought was to restore to health 
and society as quickly as possible and without regard to 
cost or reward, every patient intrusted to our care. The 
only books we kept were a patient’s ledger and a cash 
book. We knew what our receipts and expenditures were 
and how much was due us from patients in the hospital. 
What more was necessary ? 


Modern Methods Introduced 

With the feeling that all was well, so far as business 
administration of our institution was concerned, we at- 
tended the Milwaukee convention of the Catholic Hospital 
Association. Among the many interesting exhibits there, 
we found a complete but simple system of bookkeeping 
designed especially for hospitals. It intrigued our in- 
terest, and in the ensuing conversation with the 
accountant in charge, we learned to our surprise that 
any commercial institution attempting to operate under 
our business methods would in all probability get into 
serious difficulties at once and with luck would last a 
year. We were convinced. A few months later, we 
adopted the system referred to and our first startling 
discovery was that our uncollected bills amounted to 
almost $40,000. Statements were sent immediately to all 
delinquents asking them to verify the account if found 
correct. Although no requests for payment was made, 
a large number of remittances were received from persons 
f 1Read at the administration clinic at the 13th Annual Convention 


and 2nd Annual Clinical Congress of the Catholic Hospital Assocaition, 
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who had received no bill or had forgotten the debt. 
Others regretted their inability to pay in full at the time 
but made partial payments and arranged for the payment 
of the balance due. Still others produced receipts showing 
that they had paid. In the latter case the amounts had 
been accounted for on the cash book but had not been 
credited in the patient’s ledger. Gradually order was 
restored, and today, operating under this new system of 
hospital accounting, we do not extend credit without in- 
vestigation as formerly, but collect bills one week in 
advance. If the patient is too ill to discuss the matter 
of payment, it is taken up with some member of the 
family and definite arrangements are made. If the 
patient is a charity case, that fact is discovered 
at once and provision is made for care on that 
basis. That this method of handling collections is effec- 
tive is attested by the figures here given. 

All of this and much more has been accomplished 
through the adoption of a thoroughly modern and efi- 
cient accounting system which has put our institution 
on a sound business basis. Under the system, or rather 
lack of system, which formerly obtained in our accounting 
methods, special charges were sent to the office on separate 
slips of paper, the back of an envelope, a bit of wrapping 
paper—anything that came handy. Many of these memo 
charges were lost before they reached the office, and as 
the bookkeeper had no means of checking them, the items 
were never charged, resulting in considerable losses to 
the hospital. Under our present system all of the charges 
from each department come to the office on a single sheet. 
If any department fails to turn in its special charge 
sheet, the omission is promptly noted and investigated. 
Losses through unreported charges have been completely 
eliminated. 

Another feature of the system that is of the utmost 
importance to hospitals employing outside help is the 
stores record. From this one small book it is possible to 
learn instantly just what items are in stores, the quanti- 
ties on hand, from whom bought, when, and at what price. 
Since all stores are issued on requisition, it is a simple 
matter to keep track of the supplies issued to each de- 
partment. At the end of the month the total of all 
requisitions made by a department, plus salaries, repre- 
sents the expense of that department for the month. 
The total of all the special charges made by the same 
department, indicates its earnings for the month. All 
of this information is reflected in the monthly statement 
of income and expense, which unerringly shows the rise 
and fall in earnings and expenses of each department 
and of the entire institution. As a result of this definite 
knowledge of what each department is accomplishing, a 
friendly rivalry exists among them and each tries to 
excel the other in the showing made—a spirit engendered 
by recognition of results accomplished. 

Knowing the Figures 

I feel it my duty to urge all Catholic hospitals to 
look to their accounting systems. Someone has said: 
the accounting system is the very heart of the hospital, 
for upon its proper functioning depends, in a measure 
at least, the success of every other department. We have 
found this to be quite true in our case. For three years, 
we were like a mariner without a compass. Today, we 
know definitely how we stand with regard to receipts and 
expenditures, and our exact position in comparison with 
previous days, months, and years. We know with cer- 
tainty the income and expense of every department, and 


422 








HOSPITAL 


can promptly locate any weak spot that develops in our 
organization. In brief, we now know definitely exactly 
where we stand and are for the first time in a position 
to conduct our business along the same efficient lines fol- 
lowed by commercial institutions of comparable size. 

My plea for funds sounds like a plan for converting 
a Catholic hospital, which is an institution of broad- 
minded charity, into a factory conducted for the purpose 
of profits. Nothing can be farther from my mind or my 
heart. My hope is rather that through efficient adminis- 
tration, the hospital may be placed into increasingly 
better positions for assuming the obligations and _ pri- 
vileges of a charity hospital. This can be done by placing 
the burden for the upkeep of the institution upon those, 
who through God’s blessing, are entirely capable of paying 
for the service which they have received. 


Aids Charity Work 

It is in this way that persons of means can help us 
all the more effectively in distributing the charity which 
a religious Order can never afford to neglect if it desires 
to continue in the performance of God’s work for which it 
was instituted. 

We feel that the efficient financing of our hospital, 
far from taking away the spirit of charity, has really 
made us all the more secure in enlarging our sphere of 
charitable influence. To prove this, I need only point 
out without boasting that our own Sisterhood has been 
enabled to increase its charities from $42,000 in 1924 to 
$71,000 in 1927, the actual cost of free hospital days. 
If to these amounts we add the estimated cost of free 
nursing service rendered, these figures become respectively 
$59,500 for 1924 and $107,000 for 1927. Benefactions 
of such financial magnitude could not have been con- 
tributed to the spiritual and physical life of the com- 
munity in which we are laboring if the income of pay 
patients were not secured. 


THE MANUFACTURE OF WOOD FURNITURE’ 
Paul C. Romweber, Batesville, Ind. 


Furniture so intimately connected with every action 
and detail of human life had its origin in very ancient 
times. Intensely interesting not only as relics of antiquity, 
but also as proving that furniture and the art of veneering 
had its beginning more than 35 centuries ago, are the ex- 
isting specimens of Egyptian furniture, plywood built, 
which have survived the long period of forgetfulness. 

Throughout the ages, since the fifteenth and sixteenth 
century before Christ, this work has been preserved. 
Closed to past generations, Egyptian tombs have been 
opened within the past century through scientific research 
by societies and governments. 

The examples found here stand as mute testimony to 
the skill of the early craftsmen who made fine furniture. 
Like the pyramids they have withstood the ravages of 
centuries. This early Egyptian furniture is a source of 
interest to the public at large and a curiosity to modern 
manufacturers who would find the work impossible, with- 
out the highly developed methods and machinery of the 
present day. 

Little is known of the methods used at that time— 
how the wood was sawed into sheets, how a glue which, 
despite some 3,500 years, still holds thin layers of face 
wood to the heavier core was prepared, but the work 
has endured and speaks for itself. That artistic feel- 
ing and skilled hands more than compensated for the 
inferiority of tools is the explanation of one authority. 

In the modern production of good furniture, we still 
use lumber, veneers, glues, but we have augmented primi- 
tive methods with additional basic principles and modern 
production ideas, so that we now have furniture built for 
usefulness, gracefulness, durability, and beauty at reason- 
able prices. 

To make good furniture even in the most up-to-date 
manufacturing establishment, it is necessary therefore, 
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that the proper materials be purchased and that the right 
care and treatment be given them before they go into a 
piece of furniture. 

Up-to-date machinery and equipment are equally as 
necessary as good materials to keep the cost at a minimum. 
The workmen must be educated for details in the individual 
operation and a sense of responsibility must be prevalent 
among them. The woodworking industry probably employs 
more high-class labor than any other business. The manu- 
facturer must use methods proved and tested by time, and 
must be honest in producing the best possible article at a 
given price. Wood furniture, properly constructed, will 
last indefinitely. It is a thing of beauty, taken from nature 
itself. It represents the cooperation of a group of artists, 
each one contributing according to his particular capacity. 

A little picture of the major operations of a furniture 
plant might prove interesting. The basic materials we 
have to deal with in the making of furniture, are lumber 
and veneers, both taken from one of the most beautiful 
works of nature, a tree. Some of the principal woods used 
for furniture are mahogany, walnut, oak, ash, maple, gum, 
chestnut, and beech. The United States produces much 
of the lumber used, yet woods from every section of the 
world are used, especially in the manufacture of veneers, 
probably to a total of several hundred kinds or species. 

When this lumber is received from the sawmills and 
brought into the yard, extreme care is taken to handle 
it properly. When it is unloaded from the cars, it is 
stacked with strips directly on top of each other about 
18 inches apart and allowed to stand on lumber bunks in 
the yards to air-dry. From here, it goes into drying kilns 
where it is steamed and dried intermittently until the 
moisture content is reduced to a safe operating margin. 

Following this operation the lumber is then put into 
a so-called drying shed where it is allowed to cool and 
season preparatory to going through the machines. Sev- 
eral weeks are required to complete the operation, depend- 
ing upon the kind and thickness of stock to be handled. 

The lumber is then rough planed on two sides, cut 
to length by swing sawyers and ripped to take out the 
defects. It is ripped to narrow widths, since the core to 
which the veneer is glued flattens and will remain 
straighter when made up of narrow strips glued together 
than when it consists of one wide board. An almost un- 
limited number of operations are necessary to finally pro- 
duce the finished article; various parts go through a series 
of machines, such as planers, hand and automatic jointers, 
molders, shapers, band saws, boring machines, dovetailing 
machines, various kinds of sanders, groovers, tenon ma- 
chines, cut-off and ripsaws, fluting machines, carving ma- 
chines, etc. To explain the operation of each would make 
almost an endless story, but permit me to say that through 
all these various operations in the making of good furni- 
ture, skilled workmen play the important part, as the selec- 
tion of wood and a knowledge of the characteristics of 
wood at the various stages of production, reflect them- 
selves in the finished article. 

Perhaps the most complicated, intricate, yet interest- 
ing department in a furniture factory, is the veneer room. 
Veneers, as you know, are produced from logs by slicing, 
rotary cutting, or sawing, and the sheets are cut in thick- 
nesses from %o to % of an inch. Generally, the choicest 
of logs are used for this purpose and every effort is made 
to bring out the figure and character nature has put into 
the tree. Not infrequently the worst looking, perhaps the 
knotiest tree produces the most beautiful effects. 

This veneer is all selected by experienced cutters who 
are artists in getting effects from woods in the knowledge 
of how and where to cut a piece of veneer to get the best 
results therefrom. Veneers, too, must be properly dried 
and treated before they are ready to lay on the core or 
base to build up what is known as plywood. Plywood is 
made by taking a base or core and to this gluing layers 
of veneer. the grain on one crossing the other. This is 
also called laminated wood. This method gives the panel 
strength and also keeps the wood straight. The number 
of plys to a panel is determined by the strength it must 
have, and where it is to be used. We have panels as thin 
as three ply and as thick as eleven ply. 

Following the veneer and machining operations, the 
cabinetmakers assemble the parts and build up the case, 
fit the drawers, hang the doors, and hand-work the case. 
It is then ready for finishing. 

The wood is stained, filled, coated with shellac and 
varnish, or lacquer, or it is oil enameled or lacquer enam- 
eled. The case is then dull rubbed or polished, goes 
through the final inspection and is packed in a plywood 
case ready for shipment. 























THE USE OF UNSWEETENED EVAPORATED MILK 
IN THERAPEUTIC DIETS* 


Frank E. Rice, Ph.D. 


Tue history of therapeutics makes an interesting 
chapter. Strange and ridiculous were the curative meas- 
ures employed in centuries gone by, but the methods used 
by certain cults at the present time are scarcely less aston- 
ishing. The incantation of the medicine man, sacrificial 
offerings, and mad stones, compare favorably with natur- 
opathy, the electronic blood wash, and sagliftology. 

Perhaps it has always been as it is now—whatever the 
peculiar therapeutic method employed, the patient is also 
advised as to his diet. If you will say “every day in every 
way, I’m feeling better and better,” and at the same time 
give strict attention to the way you eat and live, it is 
quite possible that you will feel “better and better.” One 
of the best-informed men on the subject of diet and 
nutrition I have known was a man who practiced one of 
these new “opathies.” Just to what extent he would be 
willing to admit that his patients were improved by his 
dietetic regimes, rather than his dramatic methods of 
treatment, no one will ever know. 

But I would not leave the impression that I think 
all is folly in medicine today and that only diet is im- 
portant. Wonderful discoveries have been made since the 
beginning of the century. Chemotherapy beginning with 
Ehrlich and his search for a drug that would seek out 
and destroy a specific germ, antitoxic and immunity-pro- 
ducing serums, endocrine therapy, anaphylactic therapy; 
all these are the results of careful scientific investigation. 
Their place in the treatment of disease has been estab- 
lished; they have no substitute. Correct diet can, how- 
ever, make possible their full effectiveness. 

The science of nutrition has made its greatest strides 
during our generation. Many new discoveries have been 
made, and much that was half understood in previous 
generations is now explained. Hippocrates knew that fish 
oils have therapeutic value, and more than a century ago 
it was known that fresh fruit and vegetables would cure 
scurvy, yet nothing was added to this knowledge until less 
than fifteen years ago. Vitamin discoveries are being re- 
ported regularly and now seven of the 26 letters of the 
alphabet have been engaged. 

Our forefathers knew that sunlight was good for the 
human race but now we know it to be really a matter of 
wave length. And within five years we have learned 
to catch the life-promoting quality of ultra-violet rays 
and swallow the benefits of sunshine in tablet form. 

Iodine in goiter, copper and liver in anemia, amino 
acids and protein adequacy, sour-milk therapy, intarvin, 
phosphates for soldiers, sugar for athletes, are but a few 
of the many developments in nutrition of greater or lesser 
importance during the past few years. 

Diet in Health 

Perhaps the very earliest dietetic experiment is de- 
seribed in the first chapter of Daniel. Nebuchadnezzar 
had brought to his court certain promising Jewish youths. 
It was his instruction that these boys be prepared for 
presentation to court by being fed for a time from the 

*Paper presented before the Dietetics Section of the 13th 
annual convention of the Catholic Hospital Association, Cincin- 
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however, much preferred the plain 
diet to which they were accustomed and finally prevailed 


royal kitchen. They, 
upon their keeper to allow them to have it. Then it is 
recorded that, “at the end of ten days their countenances 
appeared fairer and they were fatter in flesh than all the 
youths that did eat the king’s dainties. a ie 
every matter of wisdom and understanding concerning 
which the king inquired of them, he found them ten times 
better than all the magicians and enchanters of the 
realm.” 

An Italian, named Cornaro, born in 1464, was given 
up to die at the age of 35. In his autobiography he tells 
how he then adopted a habit of careful eating. He wrote 
this at 83 and was alert and active when he crossed the 
century mark to die at 102. Similar stories could be told 
of the Frenchman, Voltaire, the Englishman, Roger 
Bacon, and our own Dr. Stephen Smith, founder and first 
president of the American Public Health Association. 

There are all kinds of diet systems, scientific and 
unscientific, some built upon fact, some upon fancy, and 
diets designed for various conditions of health. Whatever 
the diet plan, the one item of food that is always included 
is milk. Dr. Mary Swartz Rose! made the statement: 
“No other food can so well serve as the foundation of an 
adequate diet, because no other reinforces it at so many 
points. It is for this reason that the term ‘protective 
food’ is aptly applied to milk.” 

Milk in Therapeutic Diets 

The statement has often been made, “Nothing heals 
the body and restores the strength like milk.” No diet 
for the sick is without milk and as much as one and one 
half quarts per day is recommended in certain cases, for 
instance, in diseases of the stomach, fevers, intestinal and 
nervous disturbances. 

Pity the poor patient who should have so much milk 
and has difficulty in taking it. What can we do for him? 
At least one well-known author? recommends boiling milk 
in an open pan on the stove until much of the water is 
vaporized, thus leaving a concentrated milk. The prin- 
ciple involved here is, indeed, important. The solids of 
milk is the portion of value to the patient and if it can 
be supplied with less of the diluting water, a considerable 
advantage is gained. 

While the principle is correct, this particular pro- 
cedure is inefficient. Unsweetened evaporated milk, twice 
as concentrated as rich whole milk, can be purchased at 
a cost equal to, or less, than the cost of bottled milk, and 
employed in the preparation of milk drinks, soups, ice 
creams, custards, puddings, and other cooked foods. 
Double the amount of milk nutrients can be incorporated 
in a food for a given volume. 

Preparation of Evaporated Milk 
Adaptability to the Therapeutic Diet 

Evaporated-milk plants are located near the source of 
milk supply. It is not long after the raw milk is produced 
until it has been transported to the plant and transformed 
into evaporated milk, a form of milk that cannot change. 
It usually takes longer, sometimes much longer, to trans- 
port raw milk to the large city and deliver it to your 
kitchen. For this reason it has been said that of the 
two kinds of milk, evaporated milk comes to you in fresher 
condition. 
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In the preparation of evaporated milk, a little more 
than one gallon of water is removed from two gallons of 
ordinary milk. This concentrated milk is homogenized, 
that is, put through a machine to break up the fat 
globules. The globules are now so small that they remain 
evenly distributed throughout the milk; a cream layer 
does not form. In the alimentary canal, fat must be 
homogenized before it can be digested. In many cases 
of digestive disturbance prehomogenized fat such as is 
obtained in commercial evaporated milk, should prove to 
be a distinct aid. 

Filling into cans, sealing and sterilizing are the next 
steps in the process of preparing evaporated milk for 
market. 

The heat of sterilization not only renders the milk 
free from undesirable bacteria but it transforms the 
physical character of the casein in such a way that it does 
not coagulate in mass. A well-known writer? makes the 
following statement: “Milk when swallowed rapidly as a 
beverage is likely to form in the stomach large and hard 
curds which are very slowly digested. Many persons who 
suffer from’ taking milk in this way imagine themselves 
unable to take milk and so abandon its use.” Evaporated 
milk behaves differently; a very soft, nearly fluid curd 
is produced in the stomach. This is of considerable im- 
portance in feeding the sick and even more important in 
infant feeding.* 

It is not pleasant to think of the unsafe character of 
the milk that is being supplied to many communities. 
Most public-health workers do not consider it wise to 
dwell long on this subject. The per-capita consumption 
of milk is too low now. Giving wide publicity to the 
dangers of using the milk sold in certain places certainly 
does not tend to promote a greater consumption. Some- 
times, however, we are brought face to face with the facts. 

The United States Public Health Service reports 612 
milk-borne epidemics during the past 20 years—typhoid 
fever, paratyphoid, scarlet fever, diphtheria, septic sore 
throat, diarrhea, and dysentery, 42,337 cases and 410 
deaths.5 The American Child Health Association’s sur- 
vey of cities under 25,000 population showed that the 
milk supplies were on the whole dirty and unsafe.® 
Tobey? states that. the annual 30,000 deaths among chil- 
dren from diarrhea and enteritis are frequently due to 
contaminated milk. Fresh in our memories still is the 
Montreal typhoid epidemic of last year, directly traced to 
the milk supply. 

More than a billion pounds of evaporated milk are 
used each year in our country; it has never yet caused 
an epidemic, and it never can, since disease-producing 
germs cannot be present. 

Then, you say, how about the food value of evaporated 
milk? Has any important constituent of raw milk been 
lost in the process of transforming it into evaporated 
milk? The answer is “No,” unless one would consider 
raw milk an important source of vitamin C. Many 
nutrition workers have demonstrated the variability of 
vitamin C in raw milk, how little is often present, and 
to what a degree it depends upon the diet of the cow. 
Also it has been demonstrated that pasteurized milk is, 
by no means, a reliable source of this vitamin. Vitamin 
C, which is very readily destroyed by heat, is not present 
in evaporated milk. 

On the other hand, researches are showing that other 
vitamins are not destroyed, and that the minerals of 
evaporated milk are in a form just as valuable as in raw 
milk.8 As has already been mentioned, the protein and 
fat of evaporated milk have undergone physical trans- 
formation so that they are in condition to be more easily 
attacked by the digestive enzymes of the alimentary canal. 

In considering diets for the sick, of course, the ap- 
pearance and flavor of the food are of great importance. 
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Pavlov, in his classical experiments, as well as others, 
have demonstrated how these factors influence the diges- 
tion of food. Foods made from rich milk are more de- 
lectable than those made from thin milk or with no milk. 
Certain people object to the flavor of evaporated milk 
when used as a drink unflavored. It can readily be demon- 
strated, however, that this flavor, which is the flavor of 
a sterilized milk, blends to distinct advantage when this 
milk is used in the preparation of food. Just to take one 
example: Cocoa made with evaporated milk does not have 
the characteristiq flavor of evaporated milk at all, but 
expert tasters have agreed that it does have a pleasant 
and distinct buttery taste. This is due to the fineness of 
the fat particles making possible a greater surface con- 
tact with the taste cells. The same effect has been noted 
in other foods. 

Evaporated milk has a creamy consistency and com- 
municates this quality to any food prepared from it. Ice- 
cream manufacturers have long used evaporated milk for 
the smoothness it will give their product. 

Milk drinks, or “nogs,” of extraordinary richness can 
be prepared from this common everyday grocery-store 
commodity. Patented products of fancy price can produce 
no better results. 

Then there is the question of economy. Where is the 
hospital superintendent that does not have to think about 
food costs and wastes? A saving in first cost, a saving 
in refrigeration space and minimum of waste are effected 
by using evaporated milk as much as possible as a source 
of the milk supply. 

Then we are faced with the problem of feeding that 
youngest of all patients, the baby that cannot have the 
food nature intended for him. Certainly nature did not 
plan cow’s milk for infant feeding. Kerley,® McLean,! 
Marriott,"! and others have recently pointed out the pe- 
culiar advantages of unsweetened evaporated milk in in- 
fant feeding—its easy digestibility, its sterility, its uni- 
formity, its richness. The premature, who cannot take a 
large volume of fluid, is fed in certain hospitals a highly 
concentrated milk, prepared from evaporated milk; some- 
times it is even given full strength. High caloric feeding, 
around 30 calories per ounce, is found to be advantageous 
in many difficult-feeding cases. Such concentrated feed- 
ings can be prepared best from evaporated milk.™ 

Much is yet to be learned about food idiosyncrasies 
but there is considerable evidence that infants sensitive 
to raw cow’s milk can often take formulas prepared from 
evaporated milk with impunity.’ The sensitizing pro- 
teins of raw milk seem to have been rendered inocuous 
in the process of transforming it into evaporated milk. 
Peculiarities due to feed or breed of cow cannot become 
factors in infant feeding with evaporated milk for the 
reason that several hundred cows have contributed to the 
milk of a single container. 


Conclusion 

When a diet rich in milk is indicated, a concentrated 
form of milk such as evaporated milk can be used to ad- 
vantage in the preparation of foods and drinks. 

Evaporated milk is always a sterilized milk and thus 
a safe milk. Such cannot be said of the raw-milk supply 
of many communities. 

The protein and fat are in a condition such as will 
facilitate digestion. The convalescent or the infant will 
react more favorably to evaporated milk than to raw milk 
for this reason. 

There is no important loss in nutritive value when 
raw milk is transformed into evaporated milk. 

Easily digested foods of particular attractiveness, 
flavor, smoothness, and milk richness can be prepared from 
evaporated milk with economy and convenience, 
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DIABETIC DIET 
Rosemary Swinehart, R.N. 

N diabetes the carbohydrate tolerance is always greatly 
diminished, but usually not entirely lost. The purpose 
of the treatment is to increase this tolerance. This can 
be accomplished only by protecting the carbohydrate 
mechanism. If the tolerance is exceeded, sugar is excreted 
in the urine, and the tolerance is lowered. By preventing 
sugar excretions, the tolerance rises. The patient should, 
therefore, be rendered sugar-free at the earliest possible 
moment and constantly maintained sugar-free. 

When no sugar is excreted, well-cooked vegetables 
may be given; at first, those containing but little carbo- 
hydrate, such as asparagus, spinach, celery, and onions. 
After two or three days, or when the doctor so wishes, 
nitrogenous foods—fish, eggs, or meat may be allowed, 
and later, bacon, butter, olive oil, and other fats. All of 
these are to be given in small amount at first and grad- 
ually increased until the nitrogenous and calorie needs of 
the body are satisfied. 

Loss of weight at first is to be expected and not to 
be feared. Carbohydrate tolerance, and not the weight, is 
the index of progress. It is important that an accurate 
record should be kept of the amount of carbohydrate taken 
and whether sugar and acetone bodies are excreted in the 
urine. Not more than ten grams of carbohydrate a day 
should be given at first, and this may be increased not 
more than five grams a day. The amount of carbohydrate 
taken before the appearance of sugar is considered the 
tolerance. The maximum amount of carbohydrate in the 
diet should not be more than two thirds of the tolerance. 


In most cases the carbohydrate is derived from veg- 
etables alone. If sugar appears, a rapid and great reduc- 
tion in the carbohydrate of the food is to be made and 
any increase should be instituted with caution, and not 
for several weeks should the amount be reached which 
was formerly followed by glycosuria. Many complica- 
tions, causing great suffering on the part of the patient, 
are the direct results of errors in the diet. 

Milder cases in older people are given a restricted 
diet in a more or less general way. The patient is usually 
limited as to the amount of starchy food that is permitted, 
and is urged to take milk, cream, and the fatty foods. 

Not every person who has sugar in the urine is a 
diabetic; hence, the necessity of proper diagnosis by a doc- 
tor and vigilance and caution on the part of the nurse in 
executing his orders. 
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THE GRADUATE NURSE IN PREVENTIVE MEDl- 
CINE AND HEALTH EDUCATION’? 
Joseph Colt Bloodgood, M.D., Baltimore, Maryland 


The general public does not realize what the nurse 
really knows when she graduates from one of the schools 
of nursing connected with our high-grade hospitals. I am 
reminded of a recent occurrence which may illustrate this 
fundamental statement. Speaking in Mobile, Alabama, 
I wished to impress my lay audience with the fact that 
very few parents know how much their children are taught 
about rules of health and even about preventive medicine 
in the primary schools of this country. Fortunately there 
was a little girl about 10 years of age in the front row 
sitting next to the mayor. There were very few children 
in the audience. I asked the little girl to stand up and 
tell us what she would do if she stepped on a rusty nail. 
She arose and answered without a tremor of fear or any 
hesitation that she would wash her foot with soap and 
water, then bathe the wound with medicated alcohol and 
then go to the doctor and ask him to give her an injection 
of antoxin for tetanus. This story sounds too good to 
be true and if Kipling were telling it, he would tell it as 
alie. There was tremendous applause, and I was intensely 
gratified at the result of my experiment. But when I 
met the mayor at dinner the next day, he told me that, to 
his astonishment, the only remark heard by him was that 
it was a “put-up job.” 

Nurses Teaching Health 

William Welch often speaks of the valuable by- 
products of an educational effort such as was most suc- 
cessfully launched years ago against tuberculosis, and one 
of the most important by-products of that movement has 
been the introduction of the graduate nurse into our pub- 
lic schools and health department, and, naturally, through 
evolution, she has become the teacher of health rules and 
preventive medicine. 

Most of us can understand how a specific serum can 
prevent a disease, but it is difficult to realize that for 
those diseases for which we have no preventive or curative 
drug or serum, correct information may be just as pre- 
ventive or curative as the serum or drug. We are fast 
learning, with the educated graduate nurse in our primary 
schools, that the essential features of health and preven- 
tive medicine can be taught our children in the primary 
schools. 

Another event will picture to you how our children 
may know more about the rules of health and the protec- 
tion of preventive medicine than we do ourselves, and 
they may become our teachers. 

Some four years ago, while riding in the desert of 
Sahara with my family, I thoughtlessly expectorated into 
the sand, at least twenty miles from the pyramids. I 
was convalescent from pneumonia and riding a donkey 
made it difficult to get my handkerchief. My son wit- 
nessed the break in medical technic and said: “Father, 
I am ashamed of you. You have polluted the desert of 
Sahara.” 

The women who are graduating today here and in 
many places throughout the world are entering one of 
the great professions the duties, obligations, and possi- 
bilities of which are increasing, and this increase of their 
usefulness in the world is entirely due to their better edu- 
cation before entering the nursing school and to their 
better instruction and practical training in the school of 
nursing. It is one of the marvels of the world today to 
what height of importance the educated graduate nurse 
is reaching. 

Were I asked today to give a brief statement of my 
experience after 37 years of observation, I would quickly 
answer that it made very little difference how many 
marry, or how many enter other walks of life—the result 
would be just the same. A woman who has had the 
experience of three or four years in a hospital with the 
teaching and training that accompanies it will make a 
better wife and a more useful citizen no matter where 
she lives or what else she does. 

The point I wish to emphasize to these young grad- 
uates today and to this audience that women of this train- 
ing scattered throughout the world are the most import- 
ant and helpful agents to carry the message of correct 
information which, for some diseases, is just as preven- 
tive or curative as an established specific serum, such as 
we have for diphtheria. The nurse in the hospital during 
her three or four years of training comes into actual con- 
tact with every common disease and these are the diseases 





1Address at the commencement Exercises of St. Agnes Hos- 
pital school of nursing, Alcazar, Baltimore, Md., May 15, 1928. 








HOSPITAL PROGRESS 


which most commonly cause death. They see people 
recover from operations and recover from sickness with 
and without complications, with and without long periods 
of disability. They unfortunately see people die of the 
same diseases from which they have seen others recover, 
and they very quickly learn from this actual experience 
without having to read a book or hear a lecture, why some 
die and some recover; why those who recover have a very 
short period of disability without any complications. 

The chief cause of death from disease or operation, 
of complications from sickness or operations, of long 
periods of disability, is largely ignorance—ignorance of 
the simple rules of health, ignorance of the modern dis- 
coveries in preventive medicine. The little girl who knew 
what to do when she stepped on a rusty nail was practi- 
cally protected by this knowledge from lockjaw which is 
usually fatal when neglected. 

hen anyone dies of appendicitis, someone has 
blundered. We can largely prevent this blundering by 
teaching children in the primary schools that when they 
have a pain in the stomach, they should immediately report 
to the teacher or the nurse so that they may be sent home, 
and the teacher or the nurse should tell them again to say 
to their parents when they arrive home: “I have a stomach 
ache; send for the doctor at once. Put an ice cap on my 
abdomen, and don’t give me any medicine, not even castor 
oil.” This sounds very simple, but if children and parents 
could be taught these few sentences, many lives would be 
saved and many complications following delayed opera- 
tions, prevented. 

In the hospital, the nurse sees many operations. In 
the majority of hospitals, the nurses actually assist at 
operations. So they become very familiar with what to do 
in case of accidents. They know how to treat a shock. In 
the operating room and in the ward they learn how to 
dress clean and infected wounds. It would be impossible 
for surgery to go on as it does today without the aid of 
the nurse in training in the hospital and the graduate 
nurse in charge of wards or acting as special nurse. 

The value of this training is seen today in the place 
the graduate nurse has taken in industries. Many of the 
first-aid stations and infirmaries of our great railroads 
and industries are in the complete charge of a trained 
nurse. In fact, there is scarcely a great business organ- 
ization with many employees that can get along without 
one or more professional nurses. 

Let us briefly summarize here the teaching function 
and capacity of the graduate nurse, which she is prepared 
to assume in addition to the care of the sick and injured. 
The graduate nurse is largely replacing doctors in teach- 
ing the undergraduate nurse. She is one of the most im- 
portant factors in the care of the expectant mother where 
correct information as regards the diet and the hygiene 
of life is more important than the actual nursing. The 
graduate nurse is becoming a dietitian and is largely con- 
cerned in teaching mothers infant feeding. This instruc- 
tion as to diet practically begins at birth and ends in old 
age. In many diseases, diet is an essential feature, for 
example in diabetes and pernicious anemia. For all of 
us, the knowledge of the essential foods is the foundation 
of a hygienic life. 

As I have already stated, the trained nurse has en- 
tered the public and the private school where teaching is 
just as necessary as the care of the sick. She has entered 
every department of industry. No public health depart- 
ment is complete without its score of nurses. 

In conclusion, and in congratulating these graduates, 
allow me to inform them that they go forth with their 
diplomas not only as practitioners, but as preachers of 
preventive medicine and the rules of health. They can help 
the medical profession prove that correct information is 
just as preventive of some diseases as an antitoxin. 


AMERICAN HOSPITAL ASSOCIATION HOLDS 
THIRTIETH ANNUAL CONVENTION 

The American Hospital Association held its thirtieth 
annnal convention in San Francisco, Aug. 6 to 10. A good 
attendance was reported, on the part of the western mem- 
bers. At least 32 states besides Canadian provinces and 
foreign countries were represented among the deiegates. 
The Association now boasts 1,248 institutional member- 
ships. 

In his presidential address, Dr. Joseph C. Doane, 
(medical director and superintendent of the Philadelphia 
General Hospital) retiring president of the Association 
made a plea for leadership on the part of the Association. 
“I would urge,” he said, “that the ships of our Association 
be just a trifle more courageously dispatched into the un- 
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known seas of scientific administration. - Should we 
appear to ourselves and to the world as the keepers of 
hostelries ? Are we the mere servants of boards 
of trustees, the messengers of staff physicians? —_— 
Has not the business of administering the affairs of the 
hospital progressed to a point where it is closely merging 
upon the borderlines of a true profession?” 

The president then referred to the sound financial and 
business administration of the Association and the good 
judgment of those who were responsible for purchasing 
a home for the Association at 18-24 East Division St., 
Chicago, Ill. He also justified the activities of the Asso- 
ciation concerning such matters as staff organization, 
standardization of preoperative and postoperative technic, 
and surgical supplies. He urged upon the association an 
active interest in the problems of all its institutional 
members. 

Dr. Doane made a plea for more active measures in 
the prevention of disease; for providing adequate, econ- 
omical nursing for the sick; toward solving the problems 
of the nursing schools; toward better knowledge and better 
standards of building; he also spoke of the need of a codi- 
fying of hospital ethics. 

The convention elected the following officers: Presi- 
dent-elect, Dr. Christopher G. Parnall, Supt., Rochester 
General Hospital, Rochester, N. Y.; first vice-president, 
Dr. Lewis A. Sexton; second vice-president, Miss Ada Belle 
McCleery; third vice-president, Mr. G. W. Curtis; treas- 
urer, Mr. Asa Bacon; trustees, Dr. Geo. Stephens, Dr. C. 
C. Bachmeyer, Mr. E. S. Gilmore. 

Dr. Louis H. Burlingham, Supt., Barnes Hospital, St. 
Louis, Mo., who was made president-elect at the Minne- 
apolis meeting, now becomes President of the American 
Hospital Association. 

THE APOSTOLATE OF SUFFERING 
Pious Union for the Sick 
Clara M. Tiry 

The work being done by the Apostolate of Suffering, a 
Pious Union for the Sick, should be of interest to, and 
receive the hearty cooperation of all who in-one way or 
another are engaged in the care of the sick. 

How many times both priests and nurses stand help- 
less at the bedside of the sick, unable to find the right 
words to calm the storm that is raging in the heart and 
soul of one who is being tossed upon the waves of suffer- 
ing! The spoken words are so easily forgotten and priest 
and nurse long for something more tangible than only 
the memory of their words to leave behind them; they 
desire to present their patients with something that will 
take their place and console them in their absence. 

It is here that the Apostolate will prove to be a faith- 
ful assistant and a valuable asset to both chaplain and 
nurse in their care for the sick. 

The mission of the Apostolate is the spiritual care of 
the sick. It is a noble mission to educate the sick to pa- 
tience, to train the soul to high virtue while the body is 
subjected to distracting pain or is wasting away by a slow 
and fatal disease. 

The Apostolate desires to bring spiritual sunshine into 
the lives of God’s suffering children, thus imitating the 
example of the Divine Physician, Who always had a word 
of sympathy and comfort for the afflicted, and Who, while 
healing the body, brought peace and resignation to the 
soul, 

The chief aim of the Apostolate is to establish a Union 
between the sick and afflicted who so often live isolated 
lives in their homes, in the hospitals, and the sanatoriums. 
By being united in the Apostolate the afflicted are brought 
to realize that they are not alone in their misery, but that 
thousands of others are traveling on the same road of the 
Cross. This fact will be to them a consolation and a sup- 
port. The example of one will encourage and inspire the 
other to walk more bravely in the bloody foot-prints of the 
Master. 

The crisis in the spiritual life of the sick is reached 
when they realize that they can no longer perform their 
duties; when they are cut off from all intercourse with 
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the outside world. It is then they feel lost and helpless; 
they consider themselves a burden to those around them. 
It is here that the Apostolate steps in and helps them pass 
through this crisis with no detriment to their spiritual 
life, for it assures them that suffering too is an Apostolate 
as well as is that of prayer and preaching; that they are 
not useless members of society but that by patient bearing 
and generous offering of pain and suffering, trials and af- 
flictions they can do a great amount of good for the sal- 
vation of souls, for the spread of Christ’s Kingdom here 
on earth, for the greater honor and glory of God and thus 
store up for themselves an immense treasure of merit. 

The Apostelate of Suffering has received the hearty 
approval of Most Rev. S. G. Messmer, archbishop of Mil- 
waukee, on the seventh centenary of the death of St. Fran- 
cis of Assisi, October 4, 1926. The Rev. Dr. Aloysius J. 
Muench, of St. Francis Seminary, St. Francis, Wisconsin, 
is the spiritual director of the Apostolate. 

Membership is open to the sick, infirm, crippled, and 
defective; to invalids and incurables; even to those who, 
although able to work are afflicted with some disease, ail- 
ment or infirmity which causes pain and suffering. Young 
and old, men and women, priests and religious are eligible 
for membership. 

In order not to deprive even the very poorest of the 
benefits of the Apostolate, the dues have been set as low as 
possible, namely 25 cents a year. These small amounts are 
used as stipends for the Holy Masses that are offered for 
the members during the year, and to defray the expenses 
of postage, printing, and the like. 

Members are asked to offer their sufferings for causes 
that are dear to the heart of every Catholic, namely: The 
conversion of sinners, the salvation of the dying, the poor 
souls in purgatory, vocations to the priesthood and the 
religious life, the success of missionary work, the sancti- 
fication of priests, and in reparation for the sins commit- 
ted against the Blessed Sacrament. 

Seven Holy Masses are offered for the members each 
month and on eight special feasts during the year. More- 
over, forty priests have promised to give the members a 
“memento” in their Holy Mass each day. 

Suffering is an art that cannot be learned in one les- 
son. Therefore, the Apostolate publishes a little “visitor” 
called Our Good Samaritan which is sent free to the mem- 
bers four times a year. This little paper contains choice 
articles, poems, and prayers that will encourage them in 
their resolution to be brave soldiers in God’s army of 
crossbearers. It also contains the dates on which the Holy 
Masses are offered for the members. 

This little paper can also be had by superiors of hos- 
pitals at bundle rates of $1.00 a year for 12 copies of each 
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issue; $2.00 a year for 25 copies, and $4.00 a year for 50 
copies, This paper makes splendid reading matter for dis- 
tribution among the sick, who so often are too weak to 
read a larger magazine or a book. 

That the Apostolate has filled a much-needed want in 
the hearts of the suffering and that the little paper is liv- 
ing up to its name is seen from the many letters received 
in which the sick gratefully tell of the good that the Apos- 
tolate has accomplished in their lives. 

Truly, the sick will be grateful to the chaplain or the 
nurse who will inform them of this beautiful Apostolate, 
in which each day the united prayers and sufferings of 
the members ascend to the throne of God there to implore 
grace and success for the active workers of God’s vineyard. 

In return the sick will be an aid to nurse, doctor, and 
priest. If much of the success in medical lines, in works 
of charity, in the ministrations of the priest is due to the 
zeal of the active workers, is it not true that, in many 
“ases, it is purchased by the silent and hidden sufferings 
of those souls who form the army of the wounded soldiers 
of Christ ? 

Names of those wishing to be enrol'ed, as well as re- 
quests for literature, leaflets of information, and sample 
copies of Our Good Samaritan, also subscriptions for 
bundle rates should be sent to Miss Clara M. Tiry, the 
secretary and the foundress of the Apostolate at the fol- 
lowing address: 

The Apostolate of Suffering, Miss Clara M. Tiry, Sec- 
retary, 513-34th Street, Milwaukee, Wis. 








THE “SCHOLASTICS’ GARDEN,” BETWEEN THE MAIN BUILD- 
ING AND LAKE OCONOMOWOC, AT SPRING BANK 


FLOWERS! 
How have I cherished them since childhood 
With a love which, of all others, ne’er has waned; 
Albeit, at times, my love for them seem’d such 
That I searce loved or God or man as much! 
Call it not sin—God would not—no, nor strained 
’T was but a child’s love learned in the wildwood 
Almost from infancy. 
For oft my little feet 
Toss’d up the forest mould, if I might spy 
The first flowers of the spring; and through the days 
Of the long, glorious summer, my child’s gaze 
Drank in their beauty as they did the dew 
Till, in the autumn’s glow, with sad dimmed eye 
I saw the first frost touch them, saw them die— 
And turned away, to count the year a span 
When flow’rs were and were not; to my child’s mind 
All else but little mattered. 
Years not a few 
Have passed; and friends I’ve gained as true and kind 
As human heart can boast of, yet not one 
Among them could more staunch or loyal be 
Than the flowers, my first-found friends, have been to me. 
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Always they’ve shared my gloom and gladness, 
And I have never been so poor, but part 
Of my last, paltry pennies went for flowers, 

The rest for food. For I would sooner crave 
For food than want for flowers—I need them more 
When I am ill, or lonely and alone. 

God’s gospelers, I call them as, for hours, 
Lessons I fain would learn; and more and more 
Their sweet sincerity dispels my sadness 
As, quaintly, they tell me what I long have known; 
“Lo! ev’ry tint and hue the Master gave 
Us, has its double in the sunset cloud 
And summer sky—a tiny bit, as ’twere, 

Of heaven, lent to earth to bid hearts rise 

To higher destinies beyond the skies 

Which wait them all. Our mission ’tis to stir 

The souls of plodding men, with love endow’d, 

To greater love for Him Whose love is everywhere— 
This done, God’s will achieved, each flow’ret smiles 
And dies, knowing it dies for God and man 

As it has lived for both.” 

What God’s flowers can 
Do, can I, and will—God helping me! tho’ all the wiles 
Of all the world together strove to hem me in. 

With God alone no quenchless sorrow is nor sin— 
Master, lead on! trustfully will I follow Thee 

To my last gasp, in love and loyalty! 

Only, ’midst Heaven’s bowers, 

Make me the least of Thy 

Flowers! 

— Leila. 


AT HILLCREST HOUSE 
By a gentle lake stands Hillcrest House, 
Whence a sloping sward to the lake leads down; 
Bright it stands at a fair day’s dawning, 
White it stands ’neath the Storm King’s frown 
That awes the dwellers of Hillcrest House. 


Within the walls of Hillcrest House 

A dreamer there dwelt, who wistfully wooed 
Dame Nature in her every mood, 

Till all the secrets she sought to garner 
Were gleefully gained and understood 

And treasured away in Hillcrest House. 


And when silence reigned at Hillcrest House, 
(Tho’ none might see save the stars above,) 
The dreamer pondered her secrets o’er 

And thrilled, as vision after vision 

Rose, love-laden, from out her lore— 

And she smiled as she slept, in Hillcrest House. 





THE “SHADED AVENUE” IN FRONT OF THE MAIN BUILDING 
AT SPRING BANK 


Some days were sad at Hillcrest House 

When the dreamer doubted her dreams, but glad 

Was her heart again when the dreams came true, 

And a waiting world saw the Promised Land 

Of their longings and hopes—and a gleam stole through 
The gloom that had gathered o’er Hillcrest House. 


Then from far and near, toward Hillcrest House 
The world came wending its way, to learn 

The dreamer’s secret—how to bring 

Beauty to humankind, bereft 

Of beauty and peace in suffering— 

And they blessed the dreamer of Hillcrest House. 


“All beauty,” she told them at Hillcrest House, 
“But a token is, a glimpse of God, 

That beckons us on in our pilgrim quest; 

And the kindness and cheer and charm we meet 
But omens are, in our souls’ unrest, 

Of Heav’n,” said the dreamer of Hillcrest House. 


And they learned from her, too, at Hillcrest House, 
The wisdom her sore-tried soul had gained: 

“Only the beauty that’s God will bide, 

And only the peace that bids us hide 

Our woes in the Wounds of the Crucified !” 

So spake the seeress of Hillcrest House. 


What wonder the sick love Hillcrest House! 

And the dreamer that was, a solace grown, 

To souls that suffer, the harbinger 

To them of brighter things to be; 

And they smile thro’ their tears, and pray for her 
Whose heart held them all at Hillcrest House. 


—C. L. B. 











THE SLOPE THAT LEADS TO THE WATER IN FRONT OF HILLCREST HOUSE 
Referred to in the poem. 

















MULTIPLE PRIMARY CARCINOMATA 
Report of Two Cases 
Cc. A. Hamann, M.D., Surgical Service, Charity Hospital, 
Cleveland, Ohio 


Tue presence of multiple primary tumors, both benign 
and malignant, has been the subject of much interest for 
many years. Ewing! quotes Hanseman as discovering 5 
cases with multiple primary growths among one thousand 
(1,000) tumor cases and Redlich as finding fourteen (14) 
in a series of 1225. Ewing is of the opinion that if a 
more careful search were conducted in autopsy routine, 
the proportion of multiple tumors would be found greater. 

As to the significance of multiple primary neoplasms 
in different organs in relation to the origin of tumors, he 
adds: “The rather common occurrence of two or more 
tumors in different organs of the same subject suggests 
nothing more than the accidental coincidence in several 
organs of the general etiological factors in the genesis of 
tumors.” 

A very thorough résumé of the literature was pub- 
lished in 1903 by Wooley? and by Major? in 1918. Major 
reviewed 628 cases including 485 cases of multiple primary 
carcinomata. Of these, 389 were instances of primary 
multiple carcinomata of the skin in the same organ, or in 
each of a pair of organs. There were 43 instances of car- 
cinomata in different organs but of the same organ system 
and 58 cases of carcinomata in different organs not of 
the same organ system. Many scattered cases are found 
in the more recent literature, but as has been pointed out 
by Secofft, the mere collecting of numbers of cases is not 
sufficient if any light is to be thrown on the tumor question 














PHOTOGRAPH SHOWING THE BILATERAL PRIMARY 


FIG. 1. 
EPITHELIOMATA : 
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FIG. 2. SECTION OF EPITHELIOMATA (RIGHT) SHOWING 
TYPICAL DOWNGROWTH OF EPITHELIUM 


and from the statistical standpoint the data on multiple 
tumors will be of no assistance unless more careful analy- 
sis and grouping of the different types and forms is made. 
The classification and recording of multiple tumors as far 
as the benign and malignant forms are concerned is so 
mixed that percentages are practically worthless. Secoff 
has suggested that in reporting cases of multiple neoplas- 
tic disease, that the factor of malignancy be made of prime 
importance. 

The greatest number of primary multiple carcinomata 
are found in the skin and while not unusually rare, we 
feel justified in reporting this rather unusual case. 

Case I 

History: Mr. M., age 45, was admitted to Charity 
Hospital June 16, 1927. One year prior he had noticed a 
small ulcer on the right side of his lower lip which would 
not heal with the application of ordinary proprietary 
salves. (See Photograph No. 1). He was a pipe smoker 
and carried the pipe on the right side of his mouth. With 
the appearance of the ulcer, he shifted the pipe to the 
opposite side and six months following the discovery of 
the initial lesion, a similar ulcer appeared on the left of 
the lower lip. 

Physical Examination: Two circumscribed ulcers are 
found on the facial aspect of the lower lip. Borders are 
rounded, hard, waxy, and yellowish to pink in color. The 
bases are uneven and irregular, and covered with yellowish 
crusts. Submental lymph glands are palpable. 

Operative Notes: Under ether-gas anesthesia, both 
lesions were widely resected with the cautery knife, 
V-shaped incisions being utilized. The submental and 
submaxillary lymph glands with the surrounding fat were 
dissected out. 

Pathological Report (See Photographs Nos. 2, 3, and 
4): Specimen consists of two triangular pieces of lip and 
a group of lymph nodes. In the center of both specimens 
of lip, there is a slightly raised ulceration, measuring 
about 1 cm. in diameter and partially covered by crusts. 
Edges are distinct, elevated, and indurated. Cut surface 
shows fine whitish bands or patches extending down into 
the subcutaneous tissue. The cut surface of the glands 
shows no gross evidence of tumor tissue. 

Sections taken from the lip specimen labeled “right” 
show a rather abrupt transition from the normal covering 
of squamous epithelium to an area in which there is 
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marked ulceration and the base line becomes interrupted 
and lost. The thickened zone of covering epithelium has 
given place to irregular cords and masses of flattened 
epithelium which penetrates corium and _ subepithelial 
tissue. Stroma shows marked chronic inflammatory re- 
action without much fibrosis. Epithelial pearls are well 
developed and present in moderate numbers. Tumor cells 
are _ differentiated and mitotic figures are only occa- 
sional. 

Sections taken from the specimen labeled “left” show 
a similar histological appearance except possibly not quite 
so extensive, but definitely epitheliomatous. 

Sections of lymph nodes show no evidence of tumor 
metastases. 

Primary carcinomata occurring in various organs of 
different organ systems are quite rare and the following 
case is quite unusual in that there is a very suggestive 
family history and that three primary cancers of different 
organs were discovered at different times in the same in- 
dividual over a period of 18 years. 


Case II 

History: Mrs. B., age 34, admitted to Charity Hos- 
pital June 16, 1910. Vague dyspepsia for years. Con- 
sulted family physician several months ago and was placed 
on dietetic treatment for ulcer of the stomach. No im- 
provement and for the past three months has been losing 
weight. 

Physical Examination: A firm, irregular mass can be 
palpated in the epigastrium. The remainder of the phy- 
sical examination is essentially negative. 

Family History: Father died of asthma. Mother died 
of cancer of the stomach. One sister died of cancer of the 
stomach. Three sisters are living and well. 

Operative Notes: June 17, 1910. Midline epigastric 
incision. A large irregular mass, indurated, occupies the 
lesser curvature of the stomach near the pylorus. It is 
not fixed. Mesenteric glands along the lesser and the 
greater curvature are enlarged. Three fourths of the 
stomach resected. Ends of stomach and duodenum closed 
and a posterior short-looped gastro-enterostomy done. 

Pathological Report: Medullary carcinoma of the 
stomach. 

Eleven years later this patient was readmitted, Sept. 
25, 1921, to the hospital with the following history and 
physical findings: 

History: Several months previous had consulted her 
family physician concerning a steady loss in weight and 
weakness. She was told that she had a floating kidney, 
and while palpating her abdomen in search of same, noted 
a mass in the right lower quadrant. On two occasions 
within six months prior to her admission had noted dark 
red blood in her stools. No obstructive symptoms. Had 
lost 25 pounds in weight. 

Physical Examination: Poorly developed and nour- 
ished female, age 43. Abdomen, scaphoid in contour; no 
visible peristalsis. A firm, freely movable mass 2 inches 














FIG. 3. SECTION OF EPITHELIOMA (RIGHT), 
SHOWING PEARL FORMATION 




















FIG. 4. SECTION OF EPITHELIOMA (LEFT) 


in diameter, and smooth in contour can be felt in the right 
lower quadrant. Does not move with respiration and is 
slightly tender to touch. Remainder of physical examina- 
tion essentially negative. 

Operative Notes: Ether anaesthesia. Rectus in- 
cision. The caecum has a firm tumor in its wall near the 
ileocecal valve and the adjacent mesentery contains several 
very firm and enlarged lymph nodes. Caecum, ascending 
colon, and eight inches of the ileum were resected. Lateral 
anastomosis of ileum to transverse colon. Closed without 
drain. Convalescence uneventful and patient was dis- 
charged on Oct. 9, 1921. 

Pathological Report: Gross specimen consists of 8 
inches of ileum and 5 inches of caecum and ascending colon 
with portions of the mesentery attached. In the mesen- 
tery are several enlarged glands varying in size from that 
of a pea to that of an English walnut. In the caecum near 
the ileocecal valve there is a firm elevated growth 2% 
inches in diameter, which, on section, presents a yellowish, 
somewhat rubbery surface, and extends down into the wall 
of the caecum. On section, the lymph nodes present a 
mottled yellowish-white appearance. 

Microscopical sections taken through the tumor show 
a typical carcinomatous growth characterized by the wide- 
spread and atypical growth of aborted glandular loops 
and acini lined by large epithelial cells which in many in- 
stances have broken through the basement membrane. 
These glandular loops in many places extend down into the 
muscularis and replace it. Sections through the mesen- 
teric glands show a growth similar to the above. 

Adeno Carcinoma of the Caecum; Metastases in the 
Mesenteric Glands 

Patient again admitted seven years later with the 
following history and findings: 

History: Complains of vaginal bleeding. Periods 
regular and uneventful until one year ago at which time 
flow became continuous. At first the flow was that of a 
normal period, in color and consistency, but later became 
watery, streaked with blood and for several weeks has 
been purulent and foul. Has lost fifteen pounds in weight 
during the past three months. 

Physical Examination: Vaginal examination reveals 
a soft, patulous cervix, the canal of which is filled with a 
soft, friable mass which bleeds on palpation. Fundus is 
not enlarged; no adnexal masses. 

Operative Notes: Exploratory dilatation and curett- 
ment demonstrated the soft, friable, cervical mass to be 
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grossly malignant and a considerable quantity of car- 
cinomatous tissue was curetted from the interior of the 
uterus. Therefore, a total combined hysterectomy with 
bilateral salpingo-oophorectomy, was done. The sites of 
the former malignancies were explored and no sign of 
recurrence was found. 

Pathological Report: Sections of the curettment 
specimen show typical adeno-carcinoma. The tumor cells 
are arranged in compact, irregular adenomatous masses 
which show marked hyperplasia, irregularity, and moderate 
numbers of mitotic figures. Growth is definitely invading 
the muscular wall. Adeno carcinoma of the uterus. (See 
Photographs Nos. 5 and 6). 

The Question of Heredity 

The very suggestive family history in this case brings 
up the question as to whether heredity plays a part in the 
occurrencé of tumors. 

Numerous so-called “cancer families” are reported in 
which the incidence is strikingly above the average. Statis- 
tics in the study of human malignancy vary too widely to 
be conclusive, this variation being due, of course, to the 
great difficulty in tracing the lineage of cases and in find- 
ing reliable vital statistics based upon thorough post- 
mortem examination. 

The experimental study of malignancy in animals has 
been more successful in throwing some light upon the réle 
played by heredity in cancer occurrence since pure familial 
strains can be established and studied. 
most extensive observations have been made by Miss 
Maude Slye, who studied 40,000 mice bred under such care- 
ful conditions that they might attain the normal maximum 
age. In this series she has found at least 5,000 incidences 
of spontaneous tumors, and Ewing has summarized her 
results as follows: 

(1) The inheritance behavior of neoplasm is that of a 
Mendelian recessive. 

(2) Double cancerous parentage yields 100 per cent tumor 
strains except where some individuals die from in- 
fections before they reach the cancer age. 

(3) Single cancerous parentage yields heterozygotes 
(transmitting but not themselves developing cancer) 
in the first hybrid generation. These, whether inbred 
or hybridized with other heterozygotes, yield in the 
next hybrid generation noncancerous, heterozygous, 
and cancerous progeny in the proportion of 1:2:1. 
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FIG. 6. SECTION SHOWING TYPICAL ADENOCARCINOMA WITH 
INVASION OF THE MYOMETRIUM 


The mating of a cancerous with a heterozygous in- 
dividual gives approximately 50 per cent cancerous 
and 50 per cent heterozygous offspring. 

(5) Double noncancerous parentage yields 100 per cent 
noncancerous strains. 

(6) The tendency to cancer is therefore inheritable as no 
character except one which is hereditary can behave 
in this manner. This segregating out of a character 
is the test of heredity. 

(7) The tendency to tumors of specific organs and of 
specific types is also inheritable. For example the 
stock has yielded strains of 100 per cent lung tumors; 
of 100 per alveolar carcinoma of the mammary gland 
of 50 per cent liver adenomas or 37 per cent kidney 
tumors. 

Thus the tendency to develop cancer and the capacity 
to resist it are unquestionably influenced by heredity, the 
resistance being the dominant factor and susceptibility the 
recessive. Although conclusions cannot be drawn from 
the application of these convincing results to man, the 
evidence afforded thereby removes the occurrence of such 
cases as the one cited from the realm of chance. 


(4) 
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Conducts School of Pediatric Nursing 

St. Joseph’s Children and Maternity Hospital, Scran- 
ton, Pa., opened a school of pediatric nursing in 1922. The 
school, under the supervision of the Sisters, Servants of 
the Immaculate Heart of Mary, has a staff of doctors 
consisting of an obstetrician, pediatrician, pathologist, 
gynecologist, roentgenologist, and an eye, ear, and throat 
specialist. The Sisters in charge of the school, together 
with those supervising the various departments, are reg- 
istered at Harrisburg, and the school is accredited by the 
state board of instruction of Pennsylvania. In the year 
that the training school was opened there were twelve 
babies in the hospital; at the present date there are 125 
babies under treatment. The hospital specializes in 
venereal work. The pathological laboratory is equipped 
to make every test required by the medical staff. Urines, 
cultures, and smears are classed as routine work. In this 
department a blood test is taken of every inmate admitted. 
If a positive.Wassermann is found, the patient is given 
a course of neosalvarsan. In January, 1928, a dental 
clinic was opened which is being taken care of weekly by 


dental hygienists and dentists. 
(Continued on Page 56a) 








How It 


A CENTRALIZED DRESSING AND SUPPLY SYSTEM’ 

The centralized dressing and supply system was in- 
stalled in our hospital in October, 1924, as an experiment, 
since we had never seen in operation one such as we 
planned. Two rooms on the third floor, a dressing room 
and a bathroom, were given over for this purpose. They 
were selected on account of their location and adaptability. 
A graduate nurse of exceptional ability for this particular 
line of work was appointed to take charge. All surgical 
trays, dressing accessories, rubber goods, trays for various 
treatments from each department were called in. A stu- 
dent nurse from each floor was transferred to the new 
department. The approximate cost for additional equip- 
ment amounted to $500, $300 of which was used for new 
cabinets. Later, a secondhand autoclave was purchased 
for $250. 

Personnel 

Supervisor—A graduate nurse. Assistants—Five stu- 
dent nurses, each student serving ten weeks with duties 
changing every two weeks. This gives every student nurse 
an opportunity to become proficient in every phase of the 
work covered in this department. Night duty—one stu- 
dent nurse for two months’ service. 

Source of Supplies 

From storeroom on weekly requisitions. The limitation 
of requisitions is controlled by the person in charge of the 
storeroom. 

Services Rendered to Special Departments 

Operating Room—Gauze is cut but not folded nor 
sterilized. Cotton and adhesive are given in bulk. Ob- 
stetrical Department—All cotton and gauze dressings 
made and sterilized, also all other services rendered as in 
the general departments. 

Outpatient Department—All surgical dressings are 
cut, made and sterilized for accident ward and clinics; 
all other goods for the outpatient department and the ob- 
stetrical department are sterilized in the operating-room 
autoclave. 

Services Rendered to the General Departments 

All rubber goods required throughout entire hospital 
are controlled here. Trays for colonic irrigation, gastric 
lavage, blood chemistry, nose and throat treatment, eye 
treatment, catheterization, douches, and bladder irrigation 
are equipped, supplied, and supervised here in readiness 
for the nurse in charge of the patient. All other surgical 
dressings and treatments, including hypodermoclysis, in- 
travenous, enteroclysis, spinal puncture, etc., are taken 
care of by the nurse in the central dressing room. The 
student on duty at night takes ice caps, hot-water bottles, 
dressings, etc., to the department requesting them. 


1Adapted from a paper read by a representative of Miseri- 
cordia Hospital, Philadelphia, Pa., at a recent meeting of the 
Pennsylvania Hospital Association. 
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Is Done 


Conservation of Time and Materials 

With our new system, a surgeon having patients on 
four different floors is able to complete his round of dress- 
ings with the service of only one nurse whose dressing 
carriage is equipped with all necessary supplies. Under 
the old system four different nurses, one from each floor, 
and four different trays were required. Thus, a great 
deal of time was wasted for each department and for the 
surgeon as well. Serving as we do from four to six sur- 
geons in this capacity daily, we save the services of from 
16 to 20 individual nurses and as many trays. The intern 
ordinarily takes care of the dressings on ward service. 
For this purpose one student with the large carriage is 
all that is necessary. 

In 1923, the cost to the hospital of cotton, adhesive, 
bandage, and gauze was $2,475.92 more than that for the 
year 1927, showing a saving of over $200 per month in 
actual cash. Considering that we had in 1927 an increase 
of surgical operations of 176; of obstetrical cases, 122; of 
accident cases, 3,368; of surgical clinic, 1,274, the valuable 
financial asset this new system is to the hospital is at once 
apparent. 

A few statistics of the work done in our hospital for 
the month of January, 1928, might give a clearer picture 
of the amount of work controlled by the central dressing 
room: 

Number of surgical operations, 220, of which 82 were 
nose and throat; average stay of patient, 12 days; ob- 
stetrical cases, 56 deliveries and 651 bed days for mothers; 
treatments given in accident ward, 552; treatments given 
in surgical clinic, 924. 


Central Dressing-Room Activities for January 


Preoperative preparation of patients, 101; major sur- 
gical dressings, 1,050; hypodermoclysis trays used, 51; 
intravenous trays used, 14; lumbar puncture trays used, 
11; venous section trays used, 5; bladder irrigation trays 
used, 6; catheterization trays used, 119; vaginal douche 
trays, 105; vaginal pack and dressing trays used, 6; blood 
chemistry syringes used, 240; obstetrical dressings pre- 
pared, 4,720; obstetrical sponges prepared, 3,070; obstet- 
rical bags of cotton prepared, 140. We buy all gauze uncut 
and unfolded. 

Last year we experimented with a weekly budget and 
found that the demand fluctuated too much from week to 
week. Since November we are using a monthly budget as 
follows, and which we have found very satisfactory: Gauze 
(22x18), 2,000 yards; gauze (20x12), 4,000 yards; cotton 
(best grade), 2 pounds; cotton (cheaper grade), 50 pounds; 
cellucotton, 240 pounds; bandages (muslin), 50 yards; 
bandages (gauze 24x28), 50 rolls; adhesive, 50 rolls. 

The hospital sent a circular letter to the members of 
its surgical staff asking for opinions on the centralized 
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system. The following is a summary of the replies re- 
ceived from eleven of the surgeons: 
Advantages to the Surgeon 

The central dressing and supply system reduces the 
possibility. of improper sterilizations and makes their de- 
tection easier. It reduces the number of house infections. 
It provides quick service. It supplies excellent service in 
giving intravenous medications in wards and rooms. Trays 
are dependable, reliable, and fully equipped. The supplies 
are always under the control of a graduate nurse who 
knows the requirements of various surgeons. The instru- 
ments are always in good condition—clean and polished. 
It standardizes supplies and standardizes types of dress- 
ings best suited to different varieties of cases. It provides 
standardized trays. It permits of systematic dressing of 
a large number of patients in a given amount of time. 
It affords opportunity for a check-up on the percentage of 
house infections. 

Advantages to the Nurses 

A distinct advantage both to the nurses and to the 
hospital is the centralization of responsibility. Then, too, 
the work of nurses and surgeons is facilitated through 
having nurses devoting their whole time to the supply 
service. The system also enables head floor nurses to 
devote more time to the instruction of pupils and to the 
care of the sick. The system provides a systematic train- 
ing for pupil nurses in the preparation of supplies. 


Economic Advantages 

The central system minimizes the personnel necessary. 
It reduces waste of supplies and energy. It permits an 
adequate check-up of supplies used. It reduces the cost 
of individual dressings. It provides a central department 
for interchange of supplies. 

; General Commendation 

One of the surgeons said: “The central system is one 
of the greatest advances toward an ideal surgical technic.” 
Another says, “To my mind, the fact that I cannot think 
of any disadvantages to the central system is one of the 
strongest points in its favor.” Another surgeon remarked: 
“Centralization of equipment and consequently lack of de- 
lay has turned the tide in a few patients’ favor, that I 
can recall readily.” In illustrating the advantage of speed, 
a staff member pointed out that “it is necessary only to 
call this room by telephone and specify the kind of dress- 
ing you wish to do, and within a short time you are served 
in detail with all the necessary requisites to treat or dress 
the particular patient at hand.” “Since the inception of 
the central dressing room,” says an attending surgeon, “I 
have noted that the equipment available for dressings is 
not only in better condition, and more abundant, but also 
gives one a greater sense of security by the knowledge 
that sterilization is under competent direction. I find the 
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NURSES RECEIVED INTO THE SODALITY ON THE FEAST OF 
PENTECOST, MAY 27, 1928, AT MERCY HOSPITAL, 
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central dressing room of particular use when one wants 
special equipment such as a lumbar puncture, a blood 
transfusion, or an intravenous saline infusion outfit. 
Everything comes exactly as it should.” 
Mild Criticism 

There was almost no criticism of the system as it has 
worked out at Misericordia Hospital. By way of caution 
one surgeon said: “The supply carriage should be com- 
pletely equipped and ‘ready to go’ 24 hours each day. A 
complete inventory ought to be made as soon as the car- 
riage has returned to the supply room and replacements 
made immediately. This is not work for a pupil nurse, 
but should be under the direction of a graduate nurse 
with operating-room experience. It is absurd even to 
dream of this system unless the surgeons have agreed 
upon a single technic and upon a single list of supplies.” 
Another surgeon cautions against allowing too many of 
the personnel of the supply department to be off duty at 
one time. As a final remark, a surgeon said that the 
success of such a system will be “wholly dependent upon 
the person in charge. As our station is run by Miss 
Pasieka, I do not see how we could get along without it.” 


Conclusions 
Any method of procedure or new departure in hos- 
pital management must be judged by results. We have 
proved in the Misericordia Hospital that the central dress- 
ing and supply room is practical: 
1. From the unani- 
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mous opinion of the sur- 
geons regarding its effi- 
ciency for dressings. 

2. From the fact that 
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Milk Toast 


Buttered Potatoes or 
Rice with Tomato 

Rice 

Sponge Cake with Whipped 
Cream or CannedrPears 


Patients Choose Food 


St. Agnes Hospital, 
Fond du Lac, Wisconsin, 
adopted, the first of the 
year, a system by which 
patients are permitted to 
choose their food from a 
menu card. The card pro- 
vides space for the pa- 
tient’s name and room 
number, and the signature 
of the nurse. The items 
on the card not wanted are 
marked out. The card 
comes back with the tray 
to show the patient that 
he has received the food 
he ordered. 
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